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Yew { - Krause on Nutrition and 
Dietetics in Relation to Nursing 


This new book gives you the relationship of dietetics to total nursing care. It is 
an unusually compact presentation of today’s thinking on nutrition. Emphasis is 
placed on the selection and quality of the nutrients in the normal general diet, or 
in the modified therapeutic diet. The physiological and psychological needs of the 
patient are discussed, with consideration of his sociologic background. 


Complete consideration is given to dietary treatment and to the correct psychologic 
approach in the feeding of infants, the aged, the overweight and underweight, etc. 
The chapters on the economics of food (including the advance planning of menus and 
marketing) and the concepts of the recommended dietary allowance of the Food and 
Nutrition Board of the National Council are particularly clear. Substitution diets 
for diabetics are also included. 


Every public health nurse will also be interested in the information on dietary 
variations in the United States and the food habits of the various national groups. 
Charts showing types of foods and menus ahd their preparation for these groups 
are not only interesting but extremely helpful. 


This is a book you will use in your daily life and in your daily nursing care. It not 
only shows you why good nutritional status and good health go hand in hand, but it 
tells you how to attain this status in your nursing care. 


By MARIE V. KRAUSE, B.S., M.S., formerly Dietitian in Charge of Nutrition Clinic and Associate 
Director of Education, Department of Nutrition, New York Hospital. 562 pages, illustrated. $4.25 New! 


Yew! Leahy and Bell on 
Teaching Methods in Public Health Nursing 


Here is a complete survey of the modern teaching methods—both individual and 
group—tural and urban—which are used by the public health nurse in the health 
education field today. It shows you how to get the most from your teaching facilities 
and what new methods you can put into practice. Visual aids such as flannel boards, 
posters, graphs, chalk talks, are all discussed from the actual experience of the authors. 
By KATHLEEN M. LEAHY, R.N., M.S., Professor of Nursing, University of Washington; and AILEEN 


TUTTLE BELL, R.N., M.P.H., formerly Health Educator, Seattle and King County (Washington) 
Department of Public Health. 220 pages, illustrated. $3.50. 


In responding to an advertisement say you saw it in Public Health Nursing 
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Yew Shestack’s Handbook 
of Pharmacology for Nurses 


This new handbook presents pharmacology condensed in form, but not in content. 
It is a refreshing change from the lengthy, invoived texts that have long burdened the 
field. 


The briefest possible explanation is given of physiological action, together with 
preparations, dosage, and toxicology. All proprietary drugs are labelled as such. 
Non-official as well as official remedies are included. Almost every type of drug is 
represented—including information on sulfonamides, antibiotics, and ACTH. 


For the public health nurse who wants to brush up on the latest in pharmacology 
or who wants a handy reference on drug dosage—this is the book. 


By ROBERT SHESTACK, Ph.G.R.P., Instructor of Pharmacology, School of Nursing, Washington County 
Hospital, Hagerstown, Maryland. 171 pages. $3.00. New! 


The Encyclopedia of Nursing 


The first and only one of its kind. A subject book, not a word book. A new reference 
source designed especially for nurses. Complete (it covers every phase of nursing) 
authoritative, it is a real storehouse of information. For instance, it tells you what 
information and help you can obtain from various health organizations—both national 
and local. There are detailed articles on the individual diseases. Complete nursing 
care is considered. All terms are arranged for easy, quick reference. 


Prepared under the Editorial Supervision of LUCILE PETRY, M.A., R.N., Chief Nurse Officer, U. S. 
Public Health Service, Washington, D. C. 1011 pages. $4.75. 


Freeman’s Public Health Nursing Practice 


A truly practical guide covering modern methods and procedures in public health 
nursing. There is material on arranging schedules; on planning by the month, week, 
day, or year; on office procedures; on gaining and maintaining the confidence of the 
patient; and on the various resources at the disposal of the nurse for the care of 
the patient. 


By RUTH B. FREEMAN, R.N., M.A., Associate Professor of Public Health Administration and Head 
of Division of Public Health Nursing, Johns Hopkins University School of Hygiene and Public Health. 
337 pages. $3.50. 
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3.5 Million Newborns 


can be started 
(and kept) 
on Citrus this year 


Newborns can safely be given citrus juice (% oz. at 
first) as soon as any food in addition to milk is 
permitted. Even at three weeks of age, orange juice 
is virtually non-allergenic. In the rare instances of 
sensitivity, gentle reaming of the juice—or the use of 
specially prepared frozen concentrate—to avoid 
contamination with peel oil, usually 
obviates any reaction. 
With postmortem studies showing evidence of scurvy 
ten times as frequently as it was observed clinically, 
more than ever it is apparent that children must be 
guarded vitamin C-wise to insure adequate 
growth and development. 


FLORIDA CITRUS COMMISSION + LAKELAND, FLORIDA 


ORANGES GRAPEFRUIT TANGERINES 
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A new and outstanding book for 1952 


LIVING AGENTS 
OF DISEASE 
by James T. Culbertson, Ph.D. 
and M. Cordelia Cowan, R.N., M.A. 


@ The keynote of this new book is “Health is everybody’s business.” 


@ It is a comprehensive yet simple presentation of the main organisms of 
infectious diseases in relation to the social problems they produce. 


@ The book has a definite social approach pointing out the great need for 
health education for all individuals, and emphasizing the part each of us can 


play in better community health. 
@ It is a book students, doctors, nurses, and all health workers will find 
modern in concept, reliable as a reference, and interesting as a text. 
640 pp. Fully illustrated Price $5.50 
Department P. H. M. ! 
G. P. PUTNAM’S SONS 
| 210 Madison Avenue, New York 16, N. Y. | 
Gentlemen: 
| Culbertson & Cowan at $5.50 per copy including postage. | 
| 
| (PRINT) 
| | 
1) 
Charge my account Remittance enclosed 
| Note: If remittance accompanies the order, you may deduct 55 cents. | 
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There 
Only ONE 


We are proud that the term “D.P.T.”, as Dip-Pert-Tet* is com- 
monly referred to, has become almost generic for combined tox- 
oids. However, only Cutter produces Dip-Pert-Tet. 


Be sure you get the advantages of the vaccine on which the clinical 
acceptance of combined toxoid immunization was established . . . 
specify Dip-Pert-Tet/Cutter. 


Why only one Dip-Pert-Tet? 


Only when you specify Dip-Pert-Tet 
do you get all these advantages: 


Dip-Pert-Tet alone is available with 
Alhydrox® adsorption. Alhydrox 
(aluminum hydroxide adsorbed) is a 
Cutter exclusive that prolongs the 
antigenic stimulus by releasing the 
antigen slowly in the tissues to build 
more durable immunity. 


Maximum immunity against diph- 
theria, pertussis and tetanus with uni- 
formly superior antitoxin levels. 


Fewer local and systemic reactions be- 
cause of improved purification and 
Alhydrox adsorption. 


e High pertussis count — 45 billion 
Phase 1 H. pertussis organisms per 
immunization course. 


e Standard dosage—0.5 cc. per injec- 
tion, only three injections. Supplied 
in 1.5 ce. and 7.5 cc. vials. 


COMPARE IT 

Try it in your own practice. Immunize 
five infants with Dip-Pert-Tet 
ALHYDROX. See why reactions and 
persistent nodules are not necessarily a 
corollary of combined toxoid immuniza- 
tion see why there is only one 
Dip-Pert-Tet. 


*Purified diphtheria and tetanus toxoids and pertussis 
vaccine combined. 


CUTTER Caboratories 


BERKELEY, CALIFORNIA 


In responding to an advertisement say you saw it in Public Health Nursing 
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The 1952 Census of Public Health Nursizig Services 


EARLY 1952 we were 
concentrating on getting ready for the biennial 
nursing convention and the important de- 
cisions to be made then. Since the convention 
we have been working on the actual reorgan- 
ization and on keeping members informed 
about what is happening organizationwise and 
programwise. 

But, as you know, the daily jobs, the regular 
routines, have been carried on also. One of 
the important 1952 behind-the-scenes activi- 
ties is the census of public health nursing. 
The Nopun conducted earlier censuses in 
1924, 1931, and 1941. The information col- 
lected at those times was used by thousands 
of individuals throughout the country for a 
multitude of purposes, and certainly the infor- 
mation collected in 1952 will prove as useful. 

In December 1951 cards for summarizing 
data were sent to the state and territorial 
health departments. The health departments 
participated in the study by seeing that data 
as of January 1, 1952, were reported for each 
public health nursing service in their states. 
Without this wholehearted cooperation of the 
state health departments it would have been 
practically impossible to carry out the census. 
The cards were returned to NopHn for tabula- 
tion and the reports will be released by the 
Department of Public Health Nursing, Na- 
tional League for Nursing, as it is this depart- 
ment that is carrying forward the work of the 
former NOPHN. 

The census serves a unique purpose. The 
actual work cards are kept on file in the NLN 
Department of Public Health Nursing. The 
collected data comprise a body of information 
not available in any other central place. As 


new information is gleaned about local, 
county, and state services obtained through 
staff field trips, from correspondence, and from 
visitors to headquarters, changes or additions 
are made on the cards. This provides up-to- 
date central information of the basic charac- 
teristics of practically every public health 
nursing service in the United States. This 
central file is in constant use and has many 
purposes. It is especially helpful in answering 
inquiries about services available in specific 
localities. 

The census has other values. The tabula- 
tion of the material will give us more details 
about the number, type, and location of public 
health nursing services, the number and posi- 
tion classification of public health nurses and 
nonnurses working in public health nursing 
programs, and the types of services given by 
agencies. This information can be analyzed 
and summarized in various ways to indicate 
general trends and developments. The ma- 
terial can be broken down for state or re- 
gional study, et cetera. Undoubtedly it will 
point to many avenues that require further 
thoughtful consideration by community plan- 
ning groups. 

We at headquarters are very much pleased 
that the 1952 census of public health nursing 
services has proceeded so smoothly and are 
grateful to the hundreds of people who have 
participated by filling in the census cards and 
returning them promptly. The Statistical 
Service is pretty much of a beehive, checking 
through the cards, et cetera. Some clues about 
the findings are beginning to emerge. Just as 
soon as the facts are collated they will be made 
available. 
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Income and Expenditure in Public Health Nursing, 1950 
Trends in Nonofficial Agencies and Combination Services 


MARY ELIZABETH BAUHAN and FERN A. ROSEINBLUM 


= SUBJECT of income and expenditure 
in public health nursing services is of peren- 
nial interest. For this report information 
submitted by a group of 264 nonofficial agen- 
cies and 29 combination services for the year 
1950 through the NopHn yearly review ques- 
tionnaire was studied. 


Nonofficial Agencies 


By comparing the results of the study of 
the 264 nonofficial agencies with results of 
similar studies undertaken in 1947 (210 
agencies) and in 1939 (206 agencies) it is 
possible to see if important changes in financ- 
ing have occurred. However, no new note- 
worthy sources of income were reported in 
either 1947 or 1950 and the statements of 
expenses yielded little that was new. More 
drastic shifts in income may be expected in 
the next few years when agencies will be faced 
with the loss of income from the large insur- 
ance companies.* 

The percentage distribution of income and 
expense by types for the three years is shown 
in table 1. Median percents have been used 
in this distribution. In table 2 the median 
and the highest and lowest percent for each 
item of income and expenditure are given. 
The three main sources of income are contribu- 
tions, earnings, and tax funds, with contribu- 
tions amounting to more than 50 percent of 
all income. A downward trend in contribu- 
tions noted in 1947, continued in 1950. The 


Mrs. Bauhan is statistician, Department of Public 
Health Nursing, Nix, and Miss Rosenblum is as- 
sistant to the statistician. 


decrease from 1939 to 1947 was 2.4 percent, 
from 1947 to 1950, 2.2 percent. 

In 1947 there was a pronounced rise (3.2 
percent) in earnings over earnings in 1939, 
but earnings in 1950 took a downward turn, 
a drop of 1.5 percent from 1947. 

The growing participation of government 
in public health nursing is seen in the in- 
creased revenue from tax funds. The upward 
trend apparent in 1947 continued in 1950. 

The change in the median for any item of 
expenditure over the three years was less than 
2 percent. 

Staffs of all sizes were represented in this 
study, from those with one nurse to those with 
100 nurses or more. The agencies were dis- 
tributed throughout the United States, with 
concentrations in the East and Middle West 
where the nonofficial type of agency organiza- 
tion is most common. 

A detailed statement of the principal sources 
of income and items of expenditure is shown 
on table 3. The relative importance of each 
item to the total and to the other items is seen 
on this table. 

The aggregate income of the entire group 
was $13,657,182.57 and the expenditures were 
$13,552,342.82. The lowest income, $3,122.65, 
was reported by a one-nurse agency, and the 
highest, $1,081,053.25, by an agency of more 
than 100 nurses. In 143 agencies the income 
reported exceeded the expenditures, in 108 


* Contracts for payment for nursing services to 
be discontinued by the Metropolitan Life Insurance 
Company January 1, 1953, and by the John Han- 
cock Mutual Life Insurance Company July 1, 1953. 
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TABLE 1 Comparison of | and Expenditures in Nonofficial Agencies 1939, 1947, and 1950 
1950 1947 1939 
median median median 
Source or item percent! percent! percent! 
Sources of Income 2 
Contributions 51.8 54.0 56.4 
Earnings 26.5 28.0 24.8 
Tax funds ; 9.4 75 6.3 
Interest on capital funds and endowments 0.9 0.7 1.5 
Grants and payments 0.8 
Other income 0.1 0.1 04 
Items of Expenditure 
Salaries 78.0 78.1 78.2 
Transportation 8.6 9.6 8.7 
Rent and related expenditures 4.0 4.1 4.0 
Nursing supplies 1.3 1.7 1.7 
Office supplies 21 2.1 3.4 
Other expenditures 5.1 2.4 0.9 


1 Percents do not add to 100.0 because medians are used. 


TABLE 2 Median and Highest and Lowest Percent for Major Sources of Income and Items of Expenditure 
for 264 Nonofficial Agencies in 1950 
Sources — Range Items Range——_ ——_,, 
of Lowest Highest of Lowest Highest 
income Median percent percent | expenditure Median percent percent 
A. Tax funds 9.4 , 86.2 | A. Salaries 78.0 45.5 93.2 
B. Interest on | B. Transportation 8.6 0.4 27.2 
capital funds C. Nursing items 1.3 0.1 10.7 
or endowments 0.9 -* 884 | D. Office items 2.1 0.2 8.2 
C. Contributions 51.8 0.7 95.4 | E. Rentand 
D. Earnings 26.5 0.4 65.7 | related items 4.0 0.3 28.6 
‘ Insurance | F. Otherexpenditures 5.1 ° 27.0 
earnings 8.1 0.2 38.6 | 
Fees from 
patients 15.6 13 47.1 | 
Grants and | 
payments 0.8 . 55.4 | 
F. Other income 0.1 . 29.4 | 


* Less than one tenth of one percent. 


agencies the reverse was true, and 13 agencies 
reported the same amount for both. 

Seventy-eight percent, or 206 agencies, had 
incomes of under $50,000; 28 agencies had 
incomes of from $50,000 to $100,000; and 30 
agencies had incomes of $100,000 or more. 
Of this group, 6 agencies, with 100 nurses or 
more, had incomes of more than $300,000. 
The median fell in the $20,000-$29,999 in- 
come group. 


SOURCES OF INCOME 

The percentages on table 4 show how in- 
come was distributed by source according to 
the size of the agency, and give a comparison 


of 1950 and 1947 data. One-nurse agencies 
derive a greater proportion of their income 
from tax funds than do agencies with larger 
staffs. The range for all groups was from 3.7 
percent to 21.3 in 1950 and from 1.7 to 20.2 
percent in 1947, The group of agencies with 
50-99 nurses showed the greatest fluctuations 
of any group in sources of income from 1947 to 
1950. In 1950 this group received 74.3 per- 
cent of its income from contributions, which 
was much higher than any other group, the 
range being from 43.4 to 74.3 percent. In 
1947 contributions were 52.1 percent of total 
income, and the range for all groups much 
higher, 50.2 to 61.2 percent. Income from 
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earnings had a range of from 16.8 to 33.0 per- 
cent in 1950 and from 22.8 to 32.8 percent in 
1947. 

Contributions. ‘The largest of the five 
major sources of income was contributions. 
This source accounte] for 51.8 median per- 


cent of all income. The percent of agencies. 


receiving less than 30 percent of their income 
from contributions in 1950 was approximately 
twice that of 1947. Except for this group 
there was very little fluctuation in the per- 
centages. Table 5 shows contributions for 
1950 compared with those of 1947. 
Contributions in 1950 included income from 
community chests, other community funds, 
membership dues, and a miscellaneous group. 
The largest of these was income from com- 
munity chests. Income from other com- 
munity funds was reported by 57 agencies 


Vol. 44, No. 11 


and from membership dues by 49 agencies. 

Community chests. Two hundred nine, or 
79.2 percent, of the agencies received funds 
from local chests and 55 did not. Twelve: of 
the 55 were in chest areas. In 1947 agency 
participation in chest financing was 81.4 per- 
cent of the 210 agencies in the study. 

Earnings. Earnings accounted for 26.5 
median percent of all income and were second 
in importance to contributions as a source of 
income. The 264 agencies in the study re- 
ported variations in earnings from 0.4 to 65.7 
percent of their total income. Fees from pa- 
tients and payment from insurance companies 
were the two principal types. Table 6 shows 
the distribution of the agencies according to 
the percent of income derived from each 
category. 

In roughly 80 percent of the agencies, earn- 


TABLE 3_ Income and Expenditures in 264 Nonofficial Agencies by Source of Income and Item of Expense 
1950 


Interest on capital funds and endowments ...... 


Other community funds ................. 


Student fees and reimbursements ......... 


Local societies for crippled children and adults 


Amounts Percent 
$5,300,657.28 38.8 
632,893.77 4.6 
157,051.97 1.2 
886,996.08 6.5 
1,503,331.13 11.0 
89,108.72 0.6 
9,560.07 0.1 
1,749,222.14 12.8 
22,882.41 0.2 
69,087.49 0.5 
96,253.39 0.7 
380,767.43 2.8 
150,451.80 1.1 
84,170.96 0.6 
64,460.21 0.5 
28,125.09 0.2 
10,496.21 0.1 
43,063.16 0.3 
$9,363,608.98 69.1 
1,458,546.09 10.8 


En 
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Percentage Distribution of Income in Nonofficial Agencies by Size of Staff and Source of Income 


1947 and 1950 


100 nurses and over 
1950 (6 agencies) 
1947 (6 agencies) 

50-99 nurses 
1950 (5 agencies) 
1947 (4 agencies) 

25-49 nurses 
1950 (23 agencies) 
1947 (15 agencies) 

15-24 nurses 
1950 (15 agencies) 
1947 (18 agencies) 

10-14 nurses 
1950 (26 agencies) 
1947 (25 agencies) 

5-9 nurses 
1950 (83 agencies) 
1947 (64 agencies) 

2-4 nurses 
1950 (85 agencies) 
1947 (58 agencies) 

1 nurse 

1950 (21 agencies) 

1947 (20 agencies) 


“Less than one tenth of one percent 


TABLE 5 


Interest on 
capital funds 
orendowments tions 


Con- 
tribu- 


Grants 
and 
Earnings payments Other - 


28.2 2s 0.7 
29.4 , 0.1 


43.4 
54.0 


74.3 
52.1 


16.8 ‘ 
31.8 13 


51.0 
61.2 


22.2 1.0 
26.0 0.8 


47.4 
50.0 


33.0 0.8 
32.8 1.1 


50.1 
55.0 


30.7 1.7 
29.0 0.6 


26.9 1.0 
30.3 0.9 


27.7 ‘ 1.5 
24.9 1.0 


17.7 10 
22.8 0.9 


Distribution of Agencies According to the Percent of Income Derived 


1950 and 1947 


1950- ~ 


Percent of income 


Number 


Total 264 
80 percent and more 
70-79.9 
60-69.9 
50-59.9 
40-49.9 
30-39.9 
Less than 30 percent 
None 


ings represented from 10 to 40 percent of their 
total income. Only 17 agencies reported 
earnings of less than 10 percent of their 
income. 

Tax funds. These funds are becoming in- 
creasingly important sources of income. In 
1950 they represented the third largest source, 
exceeding earnings received from insurance 
companies. Although considered as a separate 
category in this study, they were in many 
instances earnings or possibly contributions. 
Two hundred nine agencies, or 79.2 percent, 


1947 


Percent Percent 


100.0 


reported income from tax funds. For indi- 
vidual agencies the percents ranged from less 
than one tenth of a percent to as high as 86.2 
percent of the total income, with a median 
percent of 9.4. 

When appropriations are made by govern- 
mental agencies they may or may not specify 
the purpose of the appropriation. These pur- 
poses are significant and therefore agencies 
were asked to report them. In 387 instances 
reported, bedside care was mentioned more 
often than any other purpose, followed by 


Size 
of 
staff Total f 
00 
100.0 4.7 10.7 | 
100.0 1.7 10.7 
100.0 9.0 14.2 
100.0 10.4 4.0 
100.0 11.3 4.3 
100.0 11.4 3.8 52.9 
100.0 10.8 3.9 $1.7 
100.0 11.5 4.0 54.9 
100.0 « 20.2 3.9 50.7 
a 
from Contributions 
100.0 210 7 
10 4.8 
11.4 28 13.3 
16.3 40 19.0 
20.4 44 21.0 
20.4 42 20.0 
9.5 25 «19 
15.9 18 8.6 
0.8 3 1.4 
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“not specified,” which was noted almost as 
frequently. Maternity programs, school pro- 
grams, infant and preschool, acute communica- 
ble, and tuberculosis programs received funds 
in the order stated—that is, maternity pro- 
grams first, then schvol programs, and so on. 
Also, appropriations were made for mental 
hygiene work, venereal disease, physical 
therapy, et cetera. Many agencies reported 
that appropriations covered several purposes. 

The visit basis, which would bear out clas- 
sifying tax funds as earnings, was the most 
common basis for making appropriations and 
was reported by 152 agencies. This was fol- 
lowed by lump sum appropriations to 114 
agencies where the basis of the appropriation 
was not specified. Such other bases as salary, 
per capita, and rent, were of minor importance 
to the total picture. As in purposes for ap- 
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propriations, some agencies reported more 
than one basis. 

Table 7 shows a comparison of 1947 and 
1950 sources of tax funds by type of appro- 
priating department. The percent of money 
appropriated by welfare and relief sources 
decreased. The percent received from social 
security programs increased greatly. 

The number of patients on social security 
programs who received nursing service in- 
creased enormously, judging from the rise in 
these appropriations in 1950 compared with 
1947. The number of agencies reporting in- 
come from the social security programs in 
1950 was approximately three and a half 
times as great as in 1947. This income con- 
sisted mostly of payment for nursing service 
to patients receiving old age assistance. 
Thirty-five percent of all appropriations from 


TABLE 6 _ Distribution of Agencies According to Income Received from All Earnings, Fees from Patients, 
and Insurance Earni 


ings 1950 


Total earnings 


Percent of income Number Percent 


Fees from patients Insurance earnings 


Number Percent Number Percent 
264 100.0 264 100.0 
4 1.5 
19 7.2 4 1.5 
51 19.3 17 6.4 
132 50.0 79 29.9 
45 17.0 81 30.7 
1l 4.2 63 23.9 


2 0.8 20 7.6 


Money Received by Nonofficial Agencies from Governmental Sources 1947 and 1950! 


1950 ~ 1947 
Amount Amount 
of money of money 


appropriated Percent appropriated Percent 


Total 264 100.0 
50 percent and more 13 4.9 
40-49.9 25 9.5 
30-39.9 69 26.1 
20-29.9 71 26.9 
10-19.9 69 26.1 
5- 9.9 12 4.6 
Less than 5 percent 5 1.9 
None 
TABLE 7 
Number 
of instances 
Department 1950 1947 
Total 387 
Welfare and relief 59 86 
Emic 37 
Social security 128 35 
Veterans Administration 36 6 
Health departments 51 45 
Departments of hospitals 2 — 
Boards of education 23 25 
Boards of supervisors 7 9 
All others 8 18 
County and local government 
department not stated 69 58 
State or federal government 
department not stated 4 2 


$1,423,048 100.C $680,190 100.0 


226,338 15.9 231,065 34.0 
8,594 1.3 
501,335 35.2 34,769 a | 
8,230 0.6 746 0.1 
216,154 15.2 132,867 19.5 
144,619 10.2 
58,637 4.1 36,976 5.4 
28,749 2.0 22,196 3.3 
20,764 1.5 42,842 6.3 
215,010 15.1 166,805 24.5 
3,212 0.2 3,330 0.5 


1 Study for 1950 included 209 agencies and for 1947, 219 agencies. 
“Data not tabulated separately in 1947; included under all other. 


» A few agencies not reporting this separately included it in all other. 


| 
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tax funds in 1950 came from appropriations 
connected with the social security program. 
In 1947 such appropriations amounted to 5 
percent. The total amount of tax money paid 
to 209 agencies in 1959 was move than double 
the amount paid in 1947 to 219 agencies. 

Grants and payments. In the 1950 study 
payments made by national or state and local 
health groups, such as the cancer societies, 
tuberculosis associations, et cetera, were in- 
cluded under this classification. Grants and 
payments represented only 0.8 median per- 
cent of all agency income. One hundred 
forty-nine agencies, or a little more than half 
of those included in this study, reported this 
type of income. The percents of income re- 
ported by individual agencies were low, and 
although they ranged from amounts of less 
than one tenth of a percent to as high as 55.4 
percent the largest group (52 agencies) re- 
ported income from this source as less than 
2.5 percent. Sources of grants or payments 
are shown in table 8. 


TABLE 8 Sources of Grants or Payments to 
Agencies, 1950 


Nonofficial 

Number 
Type of grant or payment of agencies 
Cancer committees 104 
Nrip chapters 41 
Tuberculosis associations 48 
American Red Cross 11 
Local society for crippled 

children and adults 14 
Other groups 30 


Interest on capital funds and endowments. 
The money received from interest on capital 
funds and endowments was about the same in 
amount as the money received from tax funds 
in both 1950 and 1947. Tax funds, however, 
were spread over more agencies. In 1950, 
161 agencies reported receiving interest from 
capital funds, compared with 209 which re- 
ported receiving tax funds. Only 18 agencies 
received more than 20 percent of their income 
from interest, and 104 reported receiving less 
than 5 percent. Interest from capital funds 
in 1950 amounted to $1,212,105.50 and the 
median percent was 0.9. 

Other income. Other income was reported 
by 137 agencies. In half of these it amounted 
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to less than one percent of the total income. 
In only four agencies did it exceed 10 percent, 
the highest being 29.4, and the median percent 
was 0.1. Other income included refunds and 
-eimbursements, retitals, sale of pamphlets, 
and miscellaneous items. This amounted to 
$124,216.72. 


ITEMS OF EXPENDITURE 

Expenditures in 1950 are shown in relation 
to two other years in table 1, by the use of 
medians. Table 2 shows the highest and 
lowest percent for each item of expense as it 
relates to the total expenditure of the agency, 
and table 3 shows in detail the expenditure 
for each item. 

Salaries. Although salaries have kept 
mounting with the rising cost of living, other 
items of expense have kept pace. Salaries in 
1950 were in the same relationship to other 
expenditures as they were in 1947 and 1939. 
In 1950 they ranged from 45.5 to 93.2 percent 
of total expenditures, with a median percent 
of 78.0. In 1947 the median percent was 
78.1 and it was 78.2 in 1939. (See table 1) 

Salaries are, of course, the largest item in 
the agency budget. Table 3 shows them in 
relation to other expenditures. Nursing sal- 
aries were 86.5 percent of total salaries. In 
the large agencies a higher percentage of the 
budget went for salary expense than in the 
smaller agencies. 

Transportation. Transportation expense is 
the second largest item in the nursing budget. 
It covers the cost of nurse travel such as the 
expenses involved in operating automobiles 
and bus fares. The agencies report a percent- 
age range for transportation expense of from 
0.4 to 27.2. The median percent was 8.6, which 
was a drop from the 9.6 of 1947 and a slight 
drop from the 8.7 of 1939. Smaller agencies 
spent more on transportation in proportion to 
their total expenditures than larger agencies. 
(See table 9) 

Other expense items. Expenses for nursing 
supplies, office supplies, rent, and all other 
related items followed patterns set in previous 
years. No change in 1950 needs special com- 
ment. Expenditures for retirement were not 
listed separately. They are included in “all 
other expenditures” on table 3. 
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TABLE 9 Percent of Expenditures for Transportation in Nonofficial Agencies by Size of Staff 1950 


Size of staff ~ 
Total 100 1 

Percent of expenditures agencies andmore 50-99 25-49 15-24 10-14 5-9 2-4 nurse 
Total ? 264 6 5 23 15 26 83 = 85 21 
20 percent and more 4 1 2 1 
15-19.9 19 1 5 8 5 
5- 9.9 126 2 3; 12 8 14 44 38 5 
2.5- 4.9 37 3 2 6 + 5 10 4 3 
Less than 2.5 percent 5 1 _ 3 — 1 _-_ — — 


Combination Services 


Combination services are defined as services 
jointly administered by both governmental 
and voluntary agencies; financed by tax funds, 
earnings, and contributions; and in which all 
field service offered by the participating agen- 
cies is rendered by a single staff of public 
health nurses. 

Twenty-nine combination services submit- 
ted reports on their income and expenditures 
in 1950. 


SOURCES OF INCOME 

A comparison of income in 1950 can be 
made with the income data secured for 24 
combination services in 1947. Income from 
tax funds increased substantially over the 
three years. In 1947 these funds were 40 
percent of the budget, and by 1950 they had 
risen to almost 60 percent. 

Voluntary funds included contributions, 
earnings, and income from grants and pay- 
ments, interest on capital funds or endow- 
ments, et cetera. They were 19 percent lower 
in 1950 than in 1947. Table 11 shows the 
changes in the three-year period. 

Income from contributions was greater in 
1950. It represented 72.6 percent of all vol- 
untary funds, compared with 61.8 percent in 
1947. Community chest funds were the 
greatest part of contributions—57.9 percent of 
all voluntary funds in 1950. All the services 


except six received chest funds; three of these 
six agencies were in chest areas. 

Earnings from voluntary funds were 6.2 
percent lower. Fees from patients declined 
more than 4 percent and insurance earnings 
dropped also. Interest on capital funds and 
endowments and income from grants and pay- 
ments were lower also. 

The financial support of public health nurs- 
ing in combination services and in nonofficial 
agencies is derived from similar sources. How- 
ever, these sources differ greatly in the degree 
to which each participates in the total income 
picture. These differences are shown in 
table 12. 

Contributions, the major source of income 
of the nonofficial agency, were outranked by 
tax funds as the major source of income of the 
combination service. Tax funds, more than 
fifty percent of the budget of the combination 
service, were third in importance to the non- 
official agency. 


ITEMS OF EXPENDITURE 

In 1950 combination services spent a larger 
proportion of their incomes for salaries than 
they did in 1947 and a smaller amount for 
transportation. 

Comparing expenditures of combination 
services with those of nonofficial agencies 
shows that expenditures follow a similar pat- 
tern, regardless of the administrative setup. 

Briefly summarizing, table 14 shows that the 


TABLE 10 Income of Combination Services 1947 and 1950 


Amount -——Percent_,, 

Tax Voluntary Tax Voluntary 
Year Total funds funds funds funds 
1950 $2,242,832.72 $1,320,788.77 $922,043.95 58.9 41.1 


1947 1,404,851.58 


560,218.90 


844,632.68 39.9 60.1 
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TABLE 11 


Voluntary Funds of Combination Services 1947 and 1950 


1950 


1947 


Amount 


$922,043.95 
699,011.39 
534,157.87 
75,512.35 
59,341.17 
155,824.48 
64,227.13 
74,774.30 
16,823.05 
34,166.05 
45,651.51 
17,390.52 


Contributions 
Community chest 
Membership dues 
All other 

Earnings 
Insurance 
Fees from patients 
All other 

Interest on capital funds and endowments 

Grants and payments 

All other 


* Not tabulated separately in 1947 study. 


TABLE 12 
Nonofficial Agencies 1950 


Percent 


Amount 


Percent 


$844,632.68 
$21,737.02 


195,181.59 
70,187.55 
104,097.19 
40,896.85 
67,189.07 
49,611.46 
10,813.54 


100.0 
61.8 


Comparison of Contributions, Tax Funds, and Earnings in Combination Services and 


Combination agencies 
Sources of income 


Contributions 

Tax funds 

Earnings 
Fees from patients 
Insurance 


TABLE 13 


Nonofficial agencies 
(median percents) 


Expenditures of Combination Services 1947 and 1950 _...... ____.___ . 


Item (median percent) ! 


——1947——, 


(median percent)! 


Salaries 
Transportation 

Rent and related items 
Nursing supplies 
Office supplies 

Other expenditures 


1 Percents do not add to 100.0 because medians are used. 


TABLE 14 


78.5 


Comparison of Expenditures of Combination Services and Nonofficial Agencies 1950 


Combination services 
(median percents)! 


Item 


Nonofficial agencies 
(median percents) * 


Salaries 
Transportation 

Rent and related items 
Nursing supplies 
Office supplies 

Other expenditures 


80.0 
8.6 
2.6 
1.0 
1.9 
2.8 


1 Percents do not add to 100.0 because medians are used. 


percent of expenditures paid out in salaries 


tion costs were the same. 


Rents and related 


in 1950 was a little higher in combination 
services than in nonofficial agencies. Percents 
for salaries in combination services ranged 
from 59.3 to 92.0. In nonofficial agencies they 
ranged from 45.5 to 93.2 percent. Transporta- 


expenses were higher in nonofficial agencies, 
which may be explained by the fact that com- 
bination services are often housed in health 
departments, and rent estimated for cost 
purposes is generally based on minimum rates. 
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| 
Item 
Total 100.0 
7 
57.9 
8.2 
6.4 
16.9 
81 12.3 
1.8 2.5 
3.7 8.0 
: 4.9 5.9 
1.9 1.2 
31.7 51.8 
54.0 94 
7.9 26.5 
2.9 15.6 
4.5 8.1 
| 
80.0 
8.6 9.3 
2.6 3.6 
1.0 1.1 
1.5 2.4 
2.8 28 
| 78.0 
8.6 
4.0 
1.1 
2.1 
| 


The Deaf Child — a Challenge 


ETHEL FLAXMAN 


Ov YOUNGER daughter is deaf—con- 
genitally deaf. As a result of our growing 
understanding of her defect our lives are much 
richer. We faced the fact of her deafness 
when she was fourteen months old, and in 
spite of the shock of the discovery we imme- 
diately started a search for help with our 
problem. 

We had learned from experience how to 
bring up a hearing child but we knew that we 
needed help in bringing up a deaf child. We 
were soon directed to the Volta Bureau in 
Washington, D.C. The bureau is the central 
agency for disseminating information on the 
deaf and hard of hearing. Its library, avail- 
able to anyone, has the world’s largest collec- 
tion on deafness and speech. Through its 
publication The Volta Review we are kept 
aware of new literature in the field and we 
know that there are others who are facing 
situations similar to ours. It is encouraging 
to know how others meet their problems and 
it is encouraging to learn of the accomplish- 
ments of deaf youngsters as they reach adult- 
hood. 

The Volta Bureau introduced us to the John 
Tracy Clinic in Los Angeles for guidance. 
This clinic was established about eleven years 
ago by Mrs. Spencer Tracy in honor of her 
son, John, who was born deaf. The Tracy 
Clinic program consists of consultation, classes 
for parents, a nursery school, psychological 
counseling, a summer session for parents. and 
children, and a correspondence course. We 
were enrolled in the correspondence course 
when our youngster was twenty months old. 
For a year we received monthly lessons on 
working with our child. We sent reports regu- 
larly to the clinic and received individual 
responses in return. 

It became clear to us, however, regardless 
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of the benefits we derived from the Tracy 
Clinic and the Volta Bureau, that we needed 
something else. These first resources sus- 
tained us during periods of trial and gave us 
the courage to proceed. Their value cannot 
be overestimated. But we realized that we 
must find facilities where we could observe 
at first hand “what” and “how” to do with 
our little girl. And so, inquiring further, we 
learned of an institute for mothers and their 
little deaf children held annually at the 
Illinois School for the Deaf. 


The institute was started in 1944 on an ex- 
perimental basis. Prior to that time Illinois 
had done much to develop a speech and hear- 
ing program. The Division of Education for 
Exceptional Children, the Division of Services 
for Crippled Children, and the Department of 
Public Welfare, which were working with 
parents and their deaf children, decided there 
was one group that still needed help—the 
mothers of deaf children not yet old enough 
to be enrolled in a day or residential school 
program. These parents were not able to ob- 
tain enough medical, educational, and psycho- 
logical counseling for themselves or their 
children; many were not even able to learn 
about existing facilities. Out of concern for 
this group the institute was established and 
today it is well entrenched as an integral part 
of the educational facilities for deaf children 
in the state. 

Although a child as young as ours had never 
before attended the institute we were told our 
application would be considered. We believed 
we had everything to gain by taking the 
course. Here our little one would have a 
complete examination by specialists—otologi- 
cal, psychological, audiological, and educa- 
tional. Moreover, the youngster would be 
cared for by expert recreational workers while 
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I was busy in class. All the findings would be 
discussed with me by a social worker and I 
would be advised about how to proceed with 
the child. Where else could we find all these 
facilities in one place—and free of charge, 
since we were residents of the state? So we 


applied through one of the participating agen- 
cies and we made plans for the care of the 
family for the ten days that the baby and I 
would be away at the institute. 


T FIRST I was a little overwhelmed at 
the prospect of the new experience but 
I need not have been. The atmosphere that 
prevailed at the school was one of warmth, 
friendship, and understanding. It was thrill- 
ing to see thirty-five mothers and their deaf 
children together in one place. They were a 
happy lot. They were not tense and indulg- 
ing in self pity; they were relaxed and en- 
joying life. They had all come to the institute 
to learn—to learn what to do with their deaf 
children and how to do it. They came to 
try to understand more about the behavior of 
their youngsters. Soon a wonderful camara- 
derie developed among the women. The nor- 
¢mal reticence one often sees in new relation- 
ships did not exist. We shared our experiences 
and problems freely. There was a give and 
take of advice about the handling of difficult 
situations. When the going was tough for one 
of the mothers (in many cases this was a first 
separation from the rest of the family) the rest 
of us were there to lend whatever support was 
necessary or to call in the staff if that seemed 
indicated. 

We were in classes daily from 8:30 to 11:30 
and from 2:00 until 4:00. These classes cov- 
ered preschool methods, child growth and 
development, speech and hearing relating to 
the deaf child. Each evening after the chil- 
dren were asleep we gathered in the large 
living-rooms of the dormitories. The women 
indulged in various activities such as reading, 
writing, sewing, and card playing, but before 
the evening was over we were discussing the 
material that had been brought up in the day’s 
classes. I think that this informal talking 
together helped integrate the classroom ma- 
terial much more quickly than would ordi- 
narily have been possible. 
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Our housing arrangement was rather unique. 
We lived, ate, and went to classes in the same 
dormitory. Mothers and daughters were as- 
signed to one wing; mothers and sons to an- 
other wing. The classrooms bridged both of 
these wings. The dining-room and some cf 
the recreation rooms were in the basement. 
A room was assigned to each mother and 
child. Because I had a baby a crib was pro- 
vided. Living in the dormitory was com- 
parable to being on a vacation. There were 
no dishes to do, no meals to prepare, no mar- 
keting to harass us, and no laundry to tire us. 
Every facility was provided so that we could 
attend classes and lectures with uncluttered 
minds and with the knowledge that the chil- 
dren whom we left in the playrooms would 
receive the best of care until we returned. 

It was an ideal atmosphere for learning, 
and yet it was not easy, for the discussions in 
class dealt with our children. They were very 
personal, not at all abstract: “Why did 
Johnny behave that way?” “What made 
Jane do that?” “When did the child do this?” 
“Can you give us the reason he did this?” 
It made us think as we had not thought for 
some time. The class in which we discussed 
children and their ways was probably the most 
difficult one for all of us to “take.” It was the 
most important. It is easy for someone else 
to say, “Treat your child as a normal child,” 
and “Talk.” We knew our children were deaf 
and the lack of communication and compre- 
hension on their part was a natural barrier to 
these philosophies. As the discussions con- 
tinued, however, it became apparent that it 
was not only possible but essential that we 
treat our deaf children as normal children of 
the same age. Only in this way could our 
hearing-impaired children hope to attain emo- 
tional security as they grew. 

We covered the gamut of emotions and 
needs of both parents and children in the child 
growth and development class. We were soon 
made to realize that before we could begin to 
help our children we would have to look within 
ourselves. Did we really accept our children 
as they were or were we indulging in self pity 
or self censure about the plight that con- 
fronted us? Were we aware of our own frus- 
trations? How did all this affect the child? 
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What was happening to the child? What 
might happen if we continued as we were 
doing? 

At the end of the ten days all of us felt much 
better because of these classroom discussions. 
We had talked out many of the big and little 
problems that beset us. We all participated 
in the discussions, helping one another work 
out individual situations, with clarification 
and direction of our thinking »y the instruc- 
tor. There was much to think about and we 
had only scratched the surface by the end of 
our stay, but it started us thinking about and 
acting for the best interests of our children and 
ourselves. The rest could come with time 
when we returned home. 

The other two classes were more direct. 
They dealt with the how and the what to teach 
our children. Speechreading and acoustical 
training were stressed. Because speechreading 
and speech go hand in hand for the deaf child 
the former had to begin immediately. We 
were taught how best to teach speechreading, 
with emphasis on the importance of light and 
on getting the children to focus attention on 
our faces. Before our children could learn 
this they had to be made aware that what the 
rest of us do with our mouths has meaning. 
This could only be accomplished by talking. 
We all had talked to our hearing children and 
in this way they in turn had learned to talk. 
Our deaf children could learn in the same 
way but it would take longer and concerted 
effort would have to be made. We would have 
to help our deaf children to understand that 
speech exists as our means of communication. 
We would have to help them learn language— 
that each object, motion, or idea has a name. 
“This is a ball.” “That is a wagon.” “Come 
wash your hands.” ‘See the bird?” 


7E LEARNED that speechreading and 
speech for the deaf child were essentially 

a problem of matching. Therefore in our 
class on preschool methods and materials we 
were urged to start with the easier forms of 
matching color, objects, pictures. As the child 
mastered one form we could proceed to the 
next, until it was possible to teach speech- 
reading by using objects or pictures and using 
the words in sentences. With a very young 
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child we could not expect to do a great deal 
of formal teaching but we learned that much 
of it could be taught in play in a casual man- 
ner. Youngsters must be interested in what 
they are doing before they can be taught. 
Because pjay is the business of children this 
necessarily is the basis of the teaching. We 
learned that the actual teaching of speech is 
best left, to the expests. We would teach all 
the preliminary material so that when the 
child was old enough for school he would be 
ready for the more advanced phase of teach- 
ing. It suddenly dawned upon us that what 
we could teach our deaf children at home was 
a little different from what we had taught our 
hearing children. The methods of teaching 
might be different, and the difference in result 
would be that the deaf child would not speak, 
but he could understand and could make him- 
self understood as a result of these methods. 

After the morning classes were over we had 
time to be with our children until the after- 
noon session. Most of us had the little ones 
sleeping before we left for the afternoon with 
the visiting lecturers. Each afternoon lecture 
was given by a different person and dealt with 
a different phase of deafness. There were 
lectures by a pediatrician, an educator, a 
parent, an otologist, a psychologist, a psy- 
chiatrist, and an expert on hearing aids. 
These lectures were stimulating, for each lec- 
turer was an expert in his field. They helped 
us to crystallize much of our thinking and to 
tie together the loose ends of the classroom 
material. There was ample time for a ques- 
tion period at the end of each session and we 
took advantage of this. We were very eager 
to learn and to meet our challenge. 

If You Have a Deaf Child, published by 
the University of Illinois Press, is one of the 
most positive outgrowths of the institute. 
This booklet contains articles by all the ex- 
perts and the staff of the institute with help- 
ful hints for mothers of deaf children. We 
were each given a copy before we went home. 
All phases of our situation are covered in this 
book. It is indispensable to me. 

It is two years since my daughter and I 
attended the annual institute school for par- 
ents of preschool deaf children. It is now 


(Continued on page 637) 


| 
! 


Field Instruction in Public Health Nursing 


ANN HILL, R.N., and AMY MacOWAN, R.N. 


PROGRAM of study in public health 
nursing for graduate nurses at the University 
of California has as its objective the prepara- 
tion of nurses for beginning positions in public 
health nursing under direct supervision. It is 
a major in a baccalaureate program adminis- 
tered on the Berkeley campus by the School 
of Nursing. However, since the university 
does not grant credit toward the degree for 
field practice, students receive the certificate 
in public health nursing only after an addi- 
tional four months of field instruction in an 
affiliating agency. 

Since January 1919, when this program of 
study was initiated, many agencies have par- 
ticipated in the education of public health 
nurses through the provision of field practice. 
Because there are few nonofficial agencies in 


‘northern California which administer public 


health nursing services, arrangements have 
most commonly been made with local health 
departments. Four such agencies, two urban 
and two rural, and one urban school system 
are currently affiliating. In all but one of 
these agencies—the Department of Public 
Health of the City and County of San Fran- 
cisco—the direct supervision of student field 
instruction is a function of the. agency staff 
only, with an instructor from the School of 
Nursing serving in a coordinating capacity 
between the university and the affiliating 
agency. Consultative and liaison functions 
include participation in planning and evalua- 
tion through individual and group conferences 
with agency personnel, attendance at com- 
mittee meetings, and oral and written reports. 
It is the plan for field instruction in the De- 


Miss Hill is assistant professor of public health 
nursing and Miss MacOwan is associate professor of 
public health nursing in the School of Nursing, Uni- 
versity of California, Berkeley. 


partment of Public Health of the City and 
County of Sen Francisce that this article 
undertakes to describe. 

The city of San Francisco occupies the en- 
tire area of San Francisco County with a 
population of approximately 775,500. The 
nursing services of the Department of Public 
Health are provided through the Bureau of 
Public Health Nursing, which is administered 
by a nurse director and an assistant director. 
One supervising nurse, whose title is field 
supervisor, has the twofold function of direct- 
ing the staff educational activities and of co- 
ordinating the public health nursing services 
of the bureau. 

For administrative purposes the Bureau 
of Public Health Nursing has divided the 
city into ten districts. Two of these are 
served by specialized public health nurses 
(maternal and child health, school, tubercu- 
losis, and venereal diseases) working under 
the direction of specialized supervisors. These 
supervisors also provide consultant services 
in their specialties. In the other eight districts 
health centers have been established for the 
purpose of making nursing services easily ac- 
cessible to the community. Each health 
center is supplied with a supervisor and from 
five to twelve staff nurses. All of these centers 
conduct child health conferences; several hold 
parents’ classes and also make available the 
services of a dentist and a psychologist. 

Each staff nurse assigned to a health center 
serves a specific area. She is responsible for 
rendering all public health nursing services 
provided by the Health Department in this 
area. She makes home visits to maternity pa- 
tients, infants, preschool and school children, 
to patients with acute communicable diseases 
and tuberculosis, and. in two diStricts, to those 
with venereal diseases; she’ assists handi- 
capped persons to receive appropriate care 
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and treatment; she functions as nurse for 
public and parochial elementary schools and 
participates in child health conferences and 
in parents’ classes. 


YE DEPARTMENT of Public Healtk of 
San Francisco has been affiliating with 
the university since the fall of 1937. For 
the first four years the agency took full re- 
sponsibility for the student program, and the 
function of the university instructor in charge 
of field instruction was that of coordination. 
In August 1940, after careful consideration 
and mutual agreement by persons concerned, 
a new arrangement was initiated. The uni- 
versity instructor was assigned to the De- 
partment of Public Health to be in charge 
of the students. Factors of most importance 
in bringing about this change were the desire 
of the university to place more students in 
this agency: the fact that charter provisions 
prohibited the city from receiving remunera- 
tion for instruction of students; and the recog- 
nition by the Department of Public Health 
that the supervision of the student program 
required more centralized direction than the 
personnel of the Bureau of Public Health 
Nursing was prepared to give, as there was 
no educational supervisor. 
The university instructor reserved one day 
a week for her activities with other affiliating 
agencies and with the instructors on the 
campus. She was responsible for the orienta- 
tion of the students in San Francisco to the 
program and policies of the Department of 
Public Health and for the general supervision 
of their field experience. Students were as- 
signed to certain health centers where they 
received some direct guidance by staff nurses 
working under the district supervising nurses. 
The instructor kept closely in touch with these 
students through visits with them in the field, 
individual conferences at the district offices, 
and group conferences once a week at her 
headquarters in the main Health Department 
building. Gradually through the years per- 
sonnel of the Bureau of Public Health Nurs- 
ing has taken more responsibility for students, 
as will be noted in the following description of 
the current working relationships. 
A contract renewed yearly covers the gen- 
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eral responsibilities of the University of Cali- 
fornia and of the San Francisco Department 
of Public Health. The maximum number of 
students accepted each semester is sixteen. 
The university instructor and the personnel 
of the Bureau of Public Health Nursing co- 
operate in planning and carrying out the pro- 
gram of field instruction. A preliminary plan 
of instruction based on joint conferences of 
the field supervisor, the supervisors of the 
generalized districts, the staff nurses who act 
as student advisers, and the instructor is sub- 
mitted prior to each semester to the director 
of the bureau for her suggestions and approval. 
She is also kept informed of the progress of 
the program through monthly reports prepared 
by the instructor. 

The instructor is the liaison between the 
university and the Department of Public 
Health. Office space is provided in the cen- 
tral building of the Bureau of Public Health 
Nursing. Through participation in super- 
visory meetings and staff educational activi- 
ties the instructor establishes close working 
relationships with bureau personnel and keeps 
informed of changing programs and policies. 
She also keeps active in affairs of the School 
of Nursing as a regular member of the faculty 
through membership on committees and 
through frequent conferences with the other 
instructors in public health nursing on the 
Berkeley campus. 


REPARATION for each group of students 

begins during the preceding semester. The 
instructor reviews the students’ applications 
for field instruction and then has at least one 
interview with each student who expects an as- 
signment to San Francisco. She also confers 
with the nurse instructors responsible for the 
students’ theoretical courses at the university 
about their personal and professional back- 
grounds. Utilizing the information gained 
from these sources the instructor, the field 
supervisor, and the supervisors of the gen- 
eralized districts decide which district can 
provide the most valuable experience for each 
student. They also select the advisers. In 
making this choice such factors as tempera- 
ment, educational background, professional 
experience, and the interests of both adviser 
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and student are given careful consideration. 

After this selection has been made all of the 
persons immediately concerned in preparing 
for the students meet for a discussion of the 
general features of the field instruction pro- 
gram. This conference gives everyone an 
opportunity to learn what the several health 
centers have found useful in the conduct of 
the program. The instructor also visits the 
centers to confer with advisers and supervisors 
about individual plans for each student. 

The students are introduced to the pro- 
gram, policies, and procedures of the depart- 
ment through classes, conferences, and field 
observations. The administrative setup and 
the personnel policies of the bureau are ex- 
plained by the director of public health nurs- 
ing. Topics included in the orientation classes 
are the organization of the Health Depart- 
ment, the functions of the health centers, and 
the students’ responsibilities. The advisers 
are kept informed of the topics to be discussed 
so that the students’ field observation and par- 
ticipation can be correlated with the discussion 
as closely as possible. The number as well 
as the content of the classes and conferences 
varies from semester to semester as the in- 
structor adjusts them to the professional 
knowledge and experience of each group. The 
trend has been to shorten the amount of time 
given to orientation classes by the instructor. 
Instead, each health center staff has been as- 
suming more responsibility for interpreting 
to the students certain parts of the public 
health activities such as child health con- 
ference procedures, care given to the newborn 
baby, and the more common school nursing 
services. 

Weekly group meetings of instructor and 
students continue throughout the semester. 
Assistance at these meetings is given by per- 
sonnel of the Department of Public Health 
such as the specialized supervisors, the health 
educator, the nutritionist, and the social 
worker. They may explain the various phases 
of the department’s program or they may act 
as consultants during case discussions. 

The instructor participates in the super- 
vision of the students’ activities through field 
observations and through individual confer- 


ences. The number and the type of field ob- . 
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servations are determined by several factors 
such as the student’s adjustment to the field 
agency, her progress in carrying out public 
health nursing activities, the use she makes 
of process recording, her ability to utilize 
guicance, and her insight into her own per- 
formance. At least two individual conferences 
are held with each student. At the mid- 
point of the field instruction period the 
student has an opportunity to express her 
feelings about her experiences and to suggest 
modifications; during the last two weeks a 
final conference is concerned with evaluation. 
The relationship of these instructor-student 
meetings and consultations of instructor and 
heaith center personnel is described below. 

The instructor also keeps in close touch 
with advisers and supervisors who are en- 
couraged to go to her if any questions arise. 
The supervisor, advisers, and the instructor 
meet twice at each health center—after the 
students’ midpoint conference with the in- 
structor and toward the end of the field in- 
struction period. The midpoint conference is 
utilized to discuss the student’s reaction to 
her experience, to review the progress she has 
made, and to map out her future program, 
taking into consideration her suggestions and 
her needs. During the second meeting an 
evaluation report is prepared. This report is 
discussed by the student and the instructor 
and is modified to include the student’s com- 
ments. The grade for the field instruction 
course is determined by the instructor on the 
basis of all aspects of the student’s perform- 
ance. 


HE FIELD supervisor of the Bureau of 
Public Health Nursing works cooperative- 
ly with the instructor in selecting advisers, in 
developing policies and procedures for the 
student program, and in interpreting the pro- 
gram to supervisors and staff. She also acts 
as representative of the Health Department in 
helping to work out any difficulties. Further- 
more, she is a resource person for the in- 
structor on departmental policies and pro- 
cedures. 
The health center supervisor's main re- 
sponsibility in this student program lies in 
the assistance she provides to the adviser. 
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She does not give direct supervision to the 
student unless asked to do so by the adviser. 
However, she is able to keep in touch with 
the student’s progress through observation of 
office activities and review of records. Thus 
she is prepared to participate effectively in 
the midpoint ana the final evaluation con- 
ferences. 

The staff nurse who acts as adviser plays a 
very significant role in this program, as it is 
she with whom the student is most closely as- 
sociated. She selects, with the assistance of 
her supervisor, the experiences and the case- 
load most suitable for the student. At first 
emphasis is placed on giving each student 
experience in family situations in which rela- 
tively simple health problems are the pre- 
dominant reason for the public health nurse’s 
visits. At a later stage more complex experi- 
ences are selected which require increased skill 
in interviewing and greater understanding of 
emotional, social, cultural, and economic 
factors. Through demonstrations and confer- 
ences the adviser introduces the student to the 
various public health nursing services in 
which she is functioning. She interprets to 
her the problems peculiar to the district; she 
also tries to show her how the public health 
nurse works cooperatively with community 
groups such as parent-teacher associations, 
church groups, and neighborhood clubs. Thus 
students are given the opportunity to observe 
and to share in all types of public health nurs- 
ing services and gradually to assume responsi- 
bility for carrying out the staff nursing ac- 
tivities, though in a more limited scope. 

The adviser helps the student in organizing 
her activities, including management of the 
caseload. She supervises her on home visits, 
in school, at child health conferences, and in 
the center office. Therefore she is able to par- 
ticipate helpfully in making out the final 
evaluation report. It is evident that much of 
the success of this student program depends 
on the personal and professional qualities of 
the advisers and their interpersonal relation- 
ships with the students. 

Both agency and university personnel be- 
lieve that there has been a steady improvement 
in the quality of this student program. Some 
of the factors which have contributed to this 


improvement in recent years have been the 
creation of the position of field supervisor; 
the employment of more well prepared super- 
visors and staff nurses; a strengthened staff 
education program; increased interest of staff 
and supervising nurses in the program, and 
their awareness of the stimulus received 
through their contacts with the students. 


EVELOPMENT’TS in this program during 

the last few years include observation and 
participation in teaching of parents’ and vol- 
unteer groups, joint case conferences with 
social work students, process recording, and 
observation of industrial health programs. Be- 
cause the first two activities have become 
rather well established they are described in 
the following paragraphs. 

The opportunity to observe group teach- 
ing is provided for each student. Participa- 
tion in this activity varies depending on the 
individual’s interest and readiness. Some 
students observe only during a few sessions. 
Others, after an observation period, assist the 
staff nurse or take over a part of a lesson 
such as demonstrating a procedure or explain- 
ing a pamphlet. A third group has a period 
of observation and then assumes responsi- 
bility for teaching one or two lessons or, more 
rarely, an entire series. Students in this group 
are asked to prepare their own lesson plans 
which are discussed with the staff nurse prior 
to the class session. Another conference is 
held after the group meeting to evaluate 
jointly the effectiveness of the teaching. The 
trend has been for the students to show in- 
creased interest in group teaching and to ex- 
press a desire to take more responsibility for 
this activity. 

The joint case conferences with social work 
students were initiated in the 1951 fall 
semester. They developed from the sugges- 
tion by a faculty member of the School of 
Social Welfare that field students in social 
welfare and those in public health nursing in 
the same geographical area might thus become 
better acquainted with each other’s vocabu- 
lary, concepts, and functions. Usually two 
joint conferences have been held each se- 
mester. A family active with both the Health 
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Venereal Disease Now — and Looking into the Future 


JOHN C. CUTLER, M.D. 


| ee OUR professional lifetime we 
have had in this country the opportunity of 
witnessing two dramatic events in the field of 
communicable diseases—the decline in the 
rates of pneumonia and of syphilis. -In both 
diseases penicillin has played an important 
role, but there are differences in the factors 
involved. These differences can be exploréd 
to point to the magnitude of accomplishment 
in syphilis control as well as the problems yet 
facing us in its management and in control of 
the other venereal diseases. 

True, both pneumonia and syphilis require 
diagnosis and medical treatment, often hos- 
pital care. True, both usually respond to 
penicillin. But there the similarity ends. The 
patient with pneumonia is usually sick enough 
to seek or be brought to treatment, and after 
receiving medical care has no need for follow- 
up or search for contacts. Specific therapy 
has served to place the treatment of pneu- 
monia pretty much in the hands of the private 
physician and the hospital, and has largely 
obviated the need for elaborate public health 
technics such as state serum farms, govern- 
mental and private typing laboratories, and a 
system of rapid delivery of sera to patients 
or of patients to hospitals. 

But with venereal disease diagnosis and 
treatment are not enough. The patient is 
often not sufficiently inconvenienced to seek 
medical care. If he does diagnostic and treat- 
ment facilities are costly. His contacts must 
be found and also treated to prevent further 


spread of the disease, which means that numer- ° 


ous disciplines are involved. In short, effec- 
tive control of venereal disease depends upon 
a well integrated public health mechanism, in 
addition to simple specific treatment. 


Dr. Cutler is senior surgeon, Division of Venereal 
Disease, Public Health Service, Federal Securit, 
Agency. 


As a beginning it might be helpful to place 
the venereal disease program within the broad 
context of communicable disease control gen- 
erally. One or more of four fundamental 
operations are usually the basis for dealing 
with infectious disease: (1) immunization of 
the population (2) isolation of the host (3) 
elimination of the intermediate host (4) de- 
struction of the organism. 

You will instantly recognize that the first 
three operations are not available for venereal 
disease control. There is no known method 
at the present time for immunizing the popula- 
tion, and even if research should provide us 
with this measure many groups would question 
its use. 

We cannot isolate the person with a venereal 
infection for a variety of reasons. For one 
thing we often cannot identify him; even with 
good leads we frequently cannot find him; 
and even with a suspected infection available 
our diagnostic procedures in some instances 
leave us in doubt that a venereal infection is 
actually present. Furthermore, isolation 
would have the effect of stigmatizing the pa- 
tient, which we cannot, would not, and should 
not do. 

We cannot eliminate the intermediate host, 
for there is none. 

For the fourth element, however, we are on 
fairly firm ground, for we have therapy of 
proved effectiveness. It is true that we cannot 
usually destroy the organism of syphilis until 
it has announced its presence in the host. But 
certainly we have in penicillin for syphilis and 
gonorrhea and in certain other chemothera- 
peutic agents for the three other venereal dis- 
eases very powerful weapons for exploiting the 
fourth element in the classic foundation of 
communicable disease control. 

In this setting, then, let us look at venereal 
disease control—briefly at its background, 
more thoroughly at its structure and content 
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—and attempt to analyze some of its achieve- 
ments, its problems, and its future. 

Glancing backward for a moment at the 
history of the venereal disease control pro- 
gram, we find that as long ago as 1876 a 
president of the American Medical Association 
spoke in favor of a public health approach to 
syphilis. Dr. J. Marion Sims urged that state 
boards of health be empowered to ferret out, 
hospitalize, and treat patients with syphilis 
to the same degree as those having yellow 
fever, cholera, and smallpox. Following Dr. 
Sims’ prescription for dealing with a health 
problem which many physicians knew to 
exist, a few other medical men sought to stir 
the Ama to action against syphilis. But to 
most physicians driving syphilis into the open 
presented insuperable obstacles. Considering 
the stigma which society then attached to the 
disease, and still does to a certain extent, their 
reticence is not difficult to understand. 

At the time the United States entered the 
First World War, only nine states required the 
reporting of venereal disease, and even in those 
states reporting was far from complete. How- 
ever, the prevalence of syphilis among young 
men called up for military service made dra- 
matically clear the proportions of venereal 
disease as a health problem, and in 1918 the 
Congress, responsive to the need for action, 
passed the Venereal Disease Control Act. 
Among other provisions this act created a 
Division of Venereal Disease in the United 
States Public Health Service and appropriated 
grant-in-aid funds for control measures in the 
states. Falling rapidly into the line thus 
organized against venereal disease, forty-six 
states within a year adopted standards of 
efficiency required for participation in allot- 
ment of federal funds. More than 64,000 
cases of venereal disease were treated in 167 
clinics organized with money from federal 
and state sources, and more than 100,000 
cases of syphilis were reported to state boards 
of health. 


yo THE END of the First World War, 

however, interest in venereal disease 
control and appropriations for this purpose 
declined drastically. Dr. Thomas Parran said 
of this period: “The enthusiasm that had gone 
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up like a rocket came down like a stick... . 
President Harding’s phrase, ‘getting back to 
normalcy,’ was the excuse for dumping useful 
effort and bureaucratic regimentation on the 
same rubbish heap. . . . No further thought 
whatever was given to syphilis, and this first 
national public health effort came to an un- 
timely end.” 

Fortunately, a few individuals and groups 
continued the effort to bring venereal disease 
into the open and to revive public health meas- 
ures for its control. The Social Security Act of 
1935 contained important public health pro- 
visions, and some of the grants made available 
under this act were channeled into venereal 
disease control work. The programs thus 
launched revealed a great need for increased 
and sustained financial support for venereal 
disease control. Congress responded to this 
need in 1938 when it amended the act of 1918 
and authorized annual appropriations for vene- 
real disease control. This 1938 act, incorpor- 
ated into the Public Health Service Act of 
1944, is the legislative basis for the federal 
phase of the national control program. In ad- 
dition, all states have made venereal disease 
reportable; have authorized their health de- 
partments to plan and carry out venereal dis- 
ease control measures; and have provided for 
appropriations to support these measures. 

Legally and administratively the present 
program is a complex of governmental (fed- 
eral, state, local) functions deeply involving 
the private physician and the voluntary agen- 
cies. In broad terms, the states and the com- 
munities are responsible for actually dealing 
with venereal disease patients; the perform- 
ance of diagnosis, treatment, and casefinding 
is in the hands of state and local health depart- 
ments. The federal function consists largely 
of allocating grant-in-aid funds, providing 
technical and consultative aid to states and 
communities, and controlling interstate venere- 
al disease traffic. Admittedly, this is an over- 
simplification, but it is intended as an indica- 
tion of the kind of services that various levels 
of government perform. 

On the financial side, also, the control pro- 
gram draws upon federal, state, and local 
sources. Today about $28,000,000 is ex- 
pended annually on venereal disease control 
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in the United States and its territories. Ap- 
proximately 43 percent of this sum derives 
from federal appropriations; the balance from 
state and local budgets. 

There are three types of federal grants for 
venereal disease control. These are: 


1. General grants to states are for more 
or less permanent venereal disease control 
operations. The amount of the general 
grant depends upon three factors: the popu- 
lation of the state; the state’s need for 
financial assistance; and the extent of the 
venereal disease problem in the state. 

2. Project grants are allotments for 
special purposes—for particular casefinding 
activities, for example, or for the opera- 
tion of rapid treatment centers. 

3. Research grants are administered by 
the Research Grants Division of the Na- 
tional Institutes of Health. 


In addition to civilian government, two 
other important elements operate, and cooper- 
ate, in the national program. Private physi- 
cians are treating a great deal of syphilis and 
gonorrhea, particularly now that outpatient 
schedules of therapy are in general use. Not 
only in diagnosing and treating venereal dis- 
ease but also in reporting it, physicians per- 
form essential control services. And for 
military personnel the armed services operate 
a thorough program of education, diagnosis, 
casefinding, and treatment, in which the 
Uspus participates at many levels in a joint 
effort to hold venereal disease in check. This 
joint effort has met with notable success, es- 
pecially in military camp areas. Beginning 
in 1950 casefinding and reporting activities of 
the military and civilian programs were alined 
in military areas, and a uniform reporting 
system established. 


EDUCED TO its bare bones, the national 

venereal disease control program is an 
operating plan for providing effective and 
prompt medical procedures to as many 
venereally infected persons as possible. Al- 
though it is well recognized among venereal 
disease control workers that venereal disease 
has many facets—social, ethical, economic, 
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as well as medical—the program functions on 
the precept that venereal disease should be 
cured not only to protect those already in- 
fected but also as a means of preventing the 
transmission of venereal disease to others. 
Thus, treatment—the destruction of the causa- 
tive organisms of venereal disease—stands at 
the base of the program. All other services 
are provided to power and strengthen this 
basic function. 

Casefinding is a means of implementing the 
basic service on the quantitative side; that 
is, the more people with a venereal disease who 
are found, the more venereal disease can be 
treated and the fewer the sources of infection 
which remain. Diagnostic technics—which in 
reality are the end-phase of casefinding—are 
a means of specifying those persons who re- 
quire treatment. Much research is directed 
toward improvement of treatment schedules; 
and other research aims at enlarging and im- 
proving our epidemiology, which in turn will 
enlarge the number of opportunities to treat. 
Nevertheless, service supportive to treatment 
—casefinding, diagnosis, research, and certain 
administrative practices—is indispensable. We 
have already observed that venereal disease 
control requires a public health mechanism not 
needed in such a disease as pneumonia. These 
supportive services are the elements of that 
mechanism. 

Venereal disease control has sought to find 
cases of venereal disease both by going to the 
public at large with screening and education 
programs and by going to the infected indi- 
vidual by the procedure known as contact in- 
vestigation. 

The blood testing program is too well known 
to require more than mention here. It is the 
group approach, encompassing or seeking to 
encompass all members of a community, for 
example, or all persons about to be married, 
or all pregnant women, or all who seek em- 
ployment in a certain shop. 

Public appeal or public education has an 
even broader base. It is truly casting our 
bread upon the waters. It seeks to teach as 
many people as possible a few important facts 
about venereal disease by any and all channels 
of communication—by radio, by talks to club 
groups, by signs and posters, by showing of 
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educational films to special groups and the 
general public. Symptoms and _ signs of 
venereal disease are frequently mentioned 
and appeals are made to stimulate those who 
suspect infection to seek diagnosis. The les- 
sons sought to‘be taught are usually simple: 
venereal disease is dangerous, communicable, 
widespread; treatment is effective, simple, and 
readily available. 

Contact investigation, in the simplest terms, 
is the most direct of the three methods of 
casefinding. It consists of two separate 
processes: contact interviewing, that is, talking 
with a venereal disease patient to learn the 
identity of his sex contacts; and contact in- 
vestigation—sometimes called shoe-leather 
epidemiology—finding the persons named by 
the patient as contacts and persuading them 
to report for diagnostic examination. An 
additional important feature of the contact 
interview is the opportunity it provides for 
patient education. 

I have already indicated that diagnosis is 
the end-phase of the casefinding process. 
Obviously, however, from a technical stand- 
point it is an entity quite apart from public 
appeal, or contact investigation, or even from 
blood screening programs. Medical diagnosis 
of venereal disease has its own components: 
(1) history and physical examination (2) 
laboratory procedures. It is important to 
emphasize, I think, that in diagnosing syphilis 
a single positive serologic test is not con- 
clusive. It is a warning—-an urgent warning 
—to go further with the diagnostic process. 
By the same token a negative test alone does 
not preclude syphilis. Until research provides 
us with a truly specific serologic test for 
syphilis, diagnosis must continue to call on 
repeated laboratory examinations as well as 
careful clinical observation before a positive 
diagnosis can be made. 

One of the most substantial services ren- 
dered by Dr. Thomas Parran as chief of the 
Division of Venereal Disease and later as 
surgeon general, during the days when the 
program as we now know it was initiated, was 
the emphasis he placed upon the research 
aspect of venereal disease control. Like Dr. 
Parran, the men who have followed him as 
chiefs of the division—Vonderlehr, Heller, 
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and the present incumbent, Dr. Theodore J. 
Bauer—have all recognized that research is 
the root from which effective control springs. 
Consequently, the research program is a 
broad one, encompassing problems in the 
biology of the venereal diseases as well as in 
the clinical, epideraiologic, and public health 
phases of the program. Public Health Service 
centers, as well as nongovernment institutions, 
participate in venereal disease research, the 
latter largely through the research grants pro- 
gram of the Uspus. 

Research centers operated by the Division 
of Venereal Disease are the Venereal Disease 
Research Laboratory, Chamblee, Georgia; 
the Uspus Medical Center, Hot Springs, 
Arkansas; and the Venereal Disease Experi- 
mental Laboratory, Chapel Hill, North Caro- 
lina. 

Among the basic problems on which our 
research people are working are methods of 
early detection by which we can better aid 
in the prevention of the late, crippling effects 
of cardiovascular and central nervous system 
syphilis. A most important research function 
performed as part of the control program is 
the statistical evaluation of penicillin in the 
treatment of syphilis and gonorrhea. This 
activity has been in progress from the very 
beginning of the use of penicillin in venereal 
disease. Its value to the program and to 
medicine generally is immense in the selection 
of satisfactory treatment schedules. 

It is important to emphasize one of the 
functions of administration which is so closely 
allied to the substance of the program as to 
deserve special note here: the subject of 
records. The states and communities perform 
the essential job of gathering data on venereal 
disease. On the national level the Division of 
Venereal Disease collects and analyzes sta- 
tistics on venereal disease morbidity, mor- 
tality, therapy, and other phases of the prob- 
lem and program. I need not underline the 
importance for public health functions of 
accurate, complete, usable records. They are 
vital factors in research, program planning, 
budgeting, and in the accounting of steward- 
ship which, quite properly, public officials are 
required to give. They provide, if properly 
used, operational directions. 
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I should also call attention to the personnel 
and training phases of the program. Earlier 
I pointed out that numerous disciplines are 
called into play in venereal disease control. 
Physicians, nurses, statisticians, records an- 
alysts, health educators, contact investigators, 
and a host of scientific personnel to staff re- 
search centers are all essential members of the 
venereal disease control team. 

Public Health Service officers may receive 
advanced training on an inservice basis in 
medical and public health institutions. These 
opportunities are, of course, available for per- 
sonnel interested and working in the field of 
venereal disease control. In addition to this 
formal academic training for these officers, 
orientation and training courses are offered 
at the Hot Springs Medical Center, the 
Chamblee Laboratory, and at Alto Medical 
Center for physicians, nurses, laboratory 
workers, and other health department person- 
nel. Seminars and postgraduate courses, es- 
pecially for physicians and nurses, are regular 
features of the program, not only for health 
department personnel but also for those in 
private practice of these professions. 


HIS DESCRIPTION of the form and con- 

tent of the venereal disease control pro- 
gram demonstrates that it is a highly organized 
complex of services. The obvious question 
which then comes to mind is: What has all 
this elaborate operation done for us? What, 
in short, are the accomplishments of the pro- 
gram? 

I think we may roughly separate the achieve- 
ments of venereal disease control into two 
parts. The first and most important is the 
effect on the incidence and prevalence of 
venereal disease. The second is the extent to 
which we have progressed in evolving sound 
methods of dealing with venereal disease. 

Even a cursory examination of venereal dis- 
ease statistics reveals how far along the road 
to control our past and present methods have 
brought us. I realize that reciting a mass of 
figures is a poor way of clearly picturing any 
situation. Accordingly, I shall only set forth 
three comparisons to indicate what we have 
accomplished in terms of driving down vene- 
real disease morbidity and in diminishing the 
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worst consequences of late syphilis. 

Last year total syphilis morbidity was 
208,000 cases, the lowest we know of. 

Between 1939 and 1949 admissions to men- 
tal institutions for psychosis resulting from 
syphilis were reduced by one half. ‘ 

Between 1939 and 1949 mortality owing to 
syphilis was likewise reduced by one half. 

These comparisons indicate solid achieve- 
ments in venereal disease control. The mor- 
bidity figures demonstrate, however, that 
while we may be over the hump, quite clearly 
there are many challenging foothills ahead. 

In describing the program I have neces- 
sarily detailed a part of the answer to the 
question of our progress in developing a sound 
operating program. For example, I have indi- 
cated that treatment methods are demonstra- 
bly effective; that diagnostic processes, while 
not specific, are generally adequate if properly 
employed; that all states and many com- 
munities are vigorously applying control meas- 
ures; and that fiscal and administrative pro- 
cedures are generally on a sound basis. Much 
of the scientific basis of the program—ad- 
vances in diagnosis and treatment—has come 
from research conducted by means of venereal 
disease control funds. For example, penicil- 
lin was first applied to human syphilis in the 
Venereal Disease Research Laboratory of the 
Division of Venereal Disease. Many modifica- 
tions and improvements in serologic testing 
have likewise come directly from research 
conducted as part of the control program. 

In casefinding perhaps the outstanding 
achievement has been the development of an 
epidemiologic approach through contact in- 
vestigation. The advantages of contact in- 
vestigation are many. It can be used at any 
time in any area; through this method syphilis 
can be found in its early stages even when 
symptoms are fleeting or unrecognized. It 
leads to examination of contacts during the 
infectious stage of their disease, thereby pre- 
venting further lengthening of chains of in- 
fection. 

Contact investigation itself has been im- 
proved greatly over the past few years, as a 
result, in part, of training courses for inter- 
viewers. The administrative side of contact 
investigation has also improved. Similar forms 
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for follow-up of contacts have been adopted 
by most states and all military authorities. A 
single form has been evolved for use in con- 
tact tracing by all the armed services, the 
Veterans Administration, and the Public 
Health Service hosp‘tals and relief stations. 

Perhaps the best known single feature of 
the venereal disease control program has been 
the rapid treatment center system. Launched 
during the war years as a means of rendering 
noncontagious and fit for service a vast group 
of persons with venereal disease, that system 
made it possible to develop intensive case- 
finding campaigns during the war years and 
afterward when medical personnel to care 
for the cases discovered was in short supply. 

Over the past two or three years the rapid 
treatment center system has shrunk consider- 
ably both in size and in importance to the 
program. But as a means of extracting maxi- 
mum benefits from available methods of 
treatment the rapid treatment center system 
was superb. Inpatient care was a necessity 
in applying both intensive arsenical therapy 
and the early penicillin schedules. The rapid 
treatment center system met that necessity 
head-on and provided treatment to literally 
thousands of the venereally infected. With 
the coming of outpatient therapy for syphilis 
and gonorrhea the nationwide blanket of 
centers has become unnecessary. Particularly 
in rural areas of high syphilis prevalence, how- 
ever, the centers continue as important ele- 
ments in the control program. 

So venereal disease control has wrought a 
record of progress both in terms of declines in 
venereal disease morbidity and program build- 
ing. It would be unwarranted complacence, 
however, to say we can rest on our laurels. 
Our program is a public trust, and we are 
obligated to cite its weaknesses and problems 
as well as its strengths. Some of these prob- 
lems are implicit in what I have already said, 
notably the lack of single specific diagnostic 
tests and the gaps in biological knowledge 
of syphilis and other venereal diseases. 


OMPARED WITH early syphilis, gonor- 
rhea incidence has not responded well to 
our treatment-only policy. Although the pres- 
ent picture looks a great deal better than that 
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for 1947, the report of 279,000 cases in 1951 
presents a formidable challenge. The armed 
forces are tallying at least eighteen cases of 
gonorrhea for each case of primary and secon- 
dary syphilis. Somewhere, perhaps in our 
zeal to discover cases of early syphilis, our 
epidemiologic campaign against gonorrhea has 
been deficient. It is just as hard to find a case 
of gonorrhea as syphilis; the interview must be 
as carefully performed, and the investigation 
is just as demanding in time and effort. 

As reported cases of early syphilis decline, 
the later stages of acquired syphilis and con- 
genital syphilis demand a greater share of at- 
tention. Last year 56,000 cases of early latent 
syphilis were reported and about 15,000 cases 
of congenital syphilis. Both of these figures, 
of course, mean casefinding or treatment fail- 
ures at some preceding time. The care of late 
symptomatic syphilis is a most difficult and 
demanding problem—one which we are pres- 
ently prepared to deal with in only a limited 
way. 

Moreover, for many years nonspecific ure- 
thritis has presented a problem in differential 
diagnosis to the physician. Although we have 
been studying this disease in our research 
centers for years, our diagnostic and treatment 
technics are still crude compared with those 
available for gonorrhea. This disease entity 
seems to be assuming a place of greater im- 
portance as a cause of morbidity demanding 
prolonged medical care. 

Another vexing problem is the sporadic 
epidemics which occur in the minor venereal 
diseases. Always dangerous, these occasional 
resurgences must be detected, controlled, and 
their source uncovered before they reach into 
the general population. 

With the transition from inpatient to out- 
patient therapy, interviewing problems are in- 
tensified. Although there are exceptions the 
most productive contact investigation is car- 
ried on in rapid treatment centers. In these 
centers patients are available not only for an 
initial interview but also for education and 
reinterview. The results are good and are 
achieved with a minimum staff. As treatment 
moves increasingly to the regional centers and 
the office of the private physician on an out- 
patient basis, the problem grows of reaching 
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the venereal disease patient with thorough, 
skillful interviews. Somehow we must find 
a way to bring outpatient treatment into a 
workable casefinding framework. 

To deal with these problems is not expected 
to require any drastic changes in methods. 
But the future—the near future-—will un- 
doubtedly require some adjustments. Recall 
that the early penicillin schedules for syphilis 
therapy required hospitalization. During 
those days we were finding a great deal of 
venereal disease. Programming was accord- 
ingly built around inpatient care for large 
numbers of patients. Mass screening was use- 
ful because one could dip into many com- 
munities and come up with a lot of venereal 
disease. Now we are necessarily changing 
pace; there is, we believe, less venereal disease 
extant; treatment is largely on an outpatient 
basis; foci of infection are scattered and shift- 
ing; casefinding necessarily requires precision 
and specificity. 

This means that a good deal of flexibility 
and initiative is going to be needed in pro- 
gramming. Joint planning by federal, state, 
and local agencies including the military is 
necessary to detect and act against problem 
areas as they occur. 

One method of assisting the states in adjust- 
ing their programs to the present character 
of the problem is to increase federal project 
assistance, that is, special-purpose allotments 
of federal money apart from grants-in-aid for 
more permanent activities. Increasing federal 
assistance of the project kind should help the 
states to deal quickly with specific venereal 
disease problems where and as they arise. 

Other changes are needed. We hope that 
private physicians will draw closer to the 
health department’s venereal disease control 
activities. One method of accomplishing this 
end is through contract arrangements with 
private physicians for diagnosing and treating 
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venereal disease. One state already has in 
operation a contract plan whereby physicians 
in areas lacking an outpatient clinic agree to 
diagnose and treat all venereal disease con- 
tacts and suspects discovered by them or 
referred to them. The physician agrees to 
prepare and turn over a Clinical record to the 
health department when treatment of each 
case is completed. He also agrees to permit 
patients treated under the program to be inter- 
viewed by health department personnel. In 
return for his services he receives a fee for 
each case treated, and the penicillin which he 
uses for each patient is replaced. 

Also, it is likely that the character and 
distribution of venereal disease clinics as we 
now know them will undergo changes. Stra- 
tegically located special venereal disease cen- 
ters will probably be established where com- 
plicated cases can receive the attention of 
specialists in the various venereal disease con- 
trol services. 

It is important to remember that in the area 
of venereal disease control, where there has 
been a slump in the application of sound pub- 
lic health measures since the war, rates have 
remained high. Specifically this is true of 
gonorrhea. This seems to warn us that per- 
sistent application of tried and proved con- 
trol activities is required. I doubt that any 
one in the field believes the problem of vene- 
real disease is likely to assume again the pro- 
portions it ence exhibited, but this optimism 
is premised upon a sustained and vigorous con- 
trol program. That this program must be less 
institutionalized than in the past is far from 
saying it will decline in activity. We con- 
template going energetically forward all along 
the line. 


This paper was presented at the opening session of 
the work conference for faculty members preparing 
nurses for beginning positions. The conference was 
held at Alto, Georgia, in January 1952. 
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A Report of an Area Epidemic of Syphilis 


NORMAN J. ROSE, M.D., FRIEDA L. SMITH, R.N., and THOMAS E. COOPER 


‘ 


‘aes ARTICLE portrays an epidemic of 
syphilis gradually unfolding with the reporting 
of a single primary case. Because of total 
ignorance or indifference to his infection one 
person was responsible for no less than thirty 
cases covering three counties in two states. 
This individual’s attitude and subsequent be- 
havior are perhaps not an isolated instance. 
Only by careful and perseverant interviewing 
of cases and contacts are such “epidemics” 
brought to light. 

To those individuals who think venereal 
disease is dead this may portend to show that 
we still have a long way to go in the educa- 
tional phase of our venereal disease program. 
A prominent syphilologist once said, “Show 
me two primaries and one secondary case of 
syphilis in a community and I will uncover 
tenfold more.” 

A case of primary syphilis was reported by 
the army to the Illinois Department of Public 
Health on August 26, 1951. Completion of 
the entire investigation required about four 
months and involved the work of a public 
health nurse and two investigators. The in- 
vestigations are presented in the order in 
which contacts were traced, examined, and 
placed under treatment. The investigation 
was centered in an Illinois city bordering on a 
state line. Of the thirty-one positive cases 
discovered all but two were Illinois residents. 

The legend used for identification of cases 
and contacts is as follows: Cases are desig- 
nated by numbers 1, 2,3, and so on. Contacts 


Dr. Rose is chief, Bureau of Epidemiology, Division 
of Preventive Medicine, Illinois Department of Public 
Health, and Miss Smith and Mr. Cooper are public 
health nursing consultant in venereal disease control 
and chief venereal disease investigator, respectively, 
in the Bureau. 
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are identified by letters A, B, C, et cetera. 
When a contact become; a case the letter is 
followed by a number: B-2 means that B was 
named as a contact and when B was found 
to be infected B was then identified as B-2— 
that is, Contact B becomes Case 2. 

When the army reported the case of primary 
syphilis two girls were named as probable 
sources of the infection. (Figure 1) These were 
located and examined. On September 7 the 
blocd test on Contact A was reported negative. 
On August 30 the blood test on Contact B was 
reported positive 256 Kahn units. She is 
identified as Contact B, Case 2. (See figure 
2) 

When B-2 was interviewed she named sev- 
eral contacts, some of whom were eliminated 
from the investigation because their exposure 
dates were not consistent with the time of her 
infection. She gave a history of having had a 
sore on the genitalia which was first noticed 
about July 15-20 and at the time of the ex- 
amination she had a rash. Because of this 
history it was the opinion that her exposure 
to an infectious case was about June 15-30. 
However, two contacts (C and D) in April and 
two in May (E and F) were examined and 
found to be negative. B-2 also named four 
other contacts (G, H, I, and J) including Case 
1 who was reported by the army. It was sus- 
pected from the date of exposure that Con- 
tacts G and H could have been infected by 
B-2, which proved to be correct (see figure 3) 
also that Contact I was the person who in- 
fected B-2, which also proved to be correct, as 


will be shown later. On September 7 Contacts ° 


G and H were examined and each found to be 
32 Kahn units positive. Thus they became 
Cases G-3 and H-4. G-3 denied any other 
contacts during the past three months. H-4 


named one contact who is shown as J in figure 
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INFECTED 

NOT INFECTED 
= ABORTIVE THERAPY 
NOT EXAMINED 


3. Further history concerning Cases G-3 and 
H-4 and Contact J will be given later in this 
discussion. 

On September 6 the army reported another 
case, 5, naming a girl in this same community 
as probable source of infection, Contact K. 
Contact K was located, examined, and found 
to have secondary syphilis with a positive ser- 
ology of 64 Kahn units, and became Case 
K-6 (see figure 3). This case was a girl, 
twenty-three years of age, who appeared to 
be of low mentality. She spent several hours 
each day in taverns “mooching” drinks, until 
she would become so drunk she would “go 
out” with anyone who would take her. She 
did not remember who her “friends” were. 
She remembered some boys with whom she 
recently had had sex relations. The names of 
a few contacts were obtained and they were 
interviewed; through them other contacts of 
K-6 were discovered. The fact that K-6 was 
unable to remember her contacts accounts for 


the delay in placing the positive cases under 
treatment earlier and thereby eliminating 
other contact exposures. 


N ORDER TO follow the cases chronolog- 
ically as they were found ani reported, we , 
must sometimes heave a case arid the subse- 
quent contacts to give the history in another 
case; ‘accordingly, we will return to Cave K-6 
later. 
When Case B-2 was found to be infected 
and informed that the rash was secondary 
syphilis, she said her girl friend had the same 
kind of rash and had been having dates with 
Contact I, who had not yet been located. It 
was suggested that B-2 see her girl friend and 
ask her to go to her physician for examination. 
When this girl friend was examined on Sep- 
tember 1 her blood test was Kahn positive, 
128 Kahn units. She stated she was married 
on May 20 but prior to, and frequently since 
her marriage had been having sex relations 
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with Contact I. Her husband was examined 
and he had a penile lesion of three days’ dura- 
tion which he said he thought was a burn from 
battery acid spilled on his clothing. The 
husband’s blood test was negative on Septem- 
ber 5 and September 10. It was the opinion 
of the physician that this man was in the sero- 
negative s‘age (no darkfield examination was 
done) ané since the doctor considered the 
lesion to be a typical chancre and the wife a 
secondary case, he gave the prescribed course 
of treatment for syphilis. Thus we now have 
two more cases, 7 and 8, to consider (see figure 
4). Seemingly Contact I was responsible for 
the infection of B-2 and Case 7 but he had 
not yet been located and examined. 

On September 14 a physician in this com- 
munity called the Health Department saying 
he had just discovered two cases of early 
syphilis that should be investigated. The 
persons named were contacted and found to be 
a young man aged nineteen, and his wife, 
aged sixteen. They had been separated from 
July 1 to 13. When the wife returned to her 
husband on July 13 she admitted to him that 
she had had extramarital relations with Con- 
tact I on July 10 and 12. About September 
1 the husband noticed a penile lesion. When 
it did not heal immediately he suspected his 
wife had been infected. They visited their 
physician for blood tests and the wife was 
found to have a positive blood of 32 Kahn 
units. The husband’s blood test was negative. 
His test was repeated a few days later and 
again was reported negative. This history is 
about the same as that of Cases 7 and 8. The 
doctor made a clinical diagnosis of primary 
syphilis in the husband and gave him and his 
wife antiluetic treatment. Thus two more 
cases, 9 and 10, were added. Cases 7 and 8 
were reported but had not been named as 
contacts to any previously reported case. The 
husbands, Cases 8 and 10, were infected by 
their wives, Cases 7 and 9. (See figure 4) 

Case H-4 and Contact J will now be con- 
sidered. The latter was examined on Septem- 
ber 17 and found to have a chancre which she 
said she first noticed about August 20-30. She 
also had had a slight rash which she said ap- 
peared about two days before she was inter- 
viewed. She was given a blood test which 
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was positive, 64 Kahn units, and she became 
Case J-11 (see figure 5). This case gave the 
name of a contact (Contact L) in a border 
state. The Interstate Investigation Plan— 
whereby investigators could cross state lines 
without prior authority to follow contacts of 
infectious cases of venereal disease, promoted 


and endorsed by the states of Iowa, Kentucky, © 


Wisconsin, Indiana, Missourj, and Illinois— 
was put into effect. The Illinois investigators 
met the other state’s investigator to locate 
Contact L. Upon examination Contact L was 
found to have a penile lesion of about a 
week’s duration. Considering his exposure to 
a known case and the clinical evidence, this 
man was given treatment and became Case 
L-12. He was married and had had contact 
with his wife, so she was given prophylactic 
treatment but was not reported as a case. She 
is shown at Contact X. (See figure 5) 

On September 19 a physician reported a 
case of primary syphilis in a seventeen-year- 
old divorcee. She had visited the doctor about 
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August 20 because of a lesion which the 
physician said was a typical chancre. A blood 
test at that time was negative but antiluetic 
treatment was started the day of her first visit 
to the doctor on clinical diagnosis. When 
this patient was interviewed for contacts she 
gave the name of Contact I, the same contact 
named by Cases B-2, 7, and 9. This patient 
became Case 13. (See figure 5) 

On September 26 a married man, twenty- 
five years of age, visited his doctor because of 
a penile lesion which he first noticed about 
three weeks before. He had a hoarse, raspy 
voice. His blood test was 256 Kahn units 
positive. When interviewed he said his only 
extramarital contact was Case K-6, the person 
with low mental ability. His wife had a nega- 
tive blood test at that time but was given 
prophylactic treatment. He became Case 14 
and she is shown as Contact Y. (Figure 5) 

Now returning to Case K-6—as mentioned 
before, her memory was very poor but she 
gave the names of several contacts. The con- 
tacts—M, N, O, and P—were examined and 
found negative. She gave the name of the 


soldier (Case 5) who was reported by the 
army. She also gave the names of two other 
servicemen who are being followed by the 
army and are not shown in figure 5. 


Q* SEPTEMBER 14 a physician called 
the investigator and reported a case of 
syphilis in a young man eighteen years of age. 
The doctor was visited and he gave the fol- 
lowing history: This man consulted him 
August 28 because of a penile lesion of two or 
three days’ duration. A blood test at that 
time was 1 Kahn unit. The man did not 
return to the doctor until September 10, when 
another test was made which was reported 
Kahn positive, 16 Kahn units. He returned 
to the doctor on September 12 to learn the 
result of the test. On that day another test 
showed the Kahn titre to be 64 units positive. 
Treatment was initiated at once. When this 
man was interviewed he said he and two other 
men (one of whom was the soldier, Case 5) 
had sex relations the same night with K-6. He 
gave the name of the other young man, aged 
seventeen, who was located and interviewed. 
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This man gave the same story about the 
three having contact with K-6 about three or 
four weeks before the appearance of their 
lesions. He consulted another doctor who 
made a blood test which was reported nega- 
tive, but because of the presence of a penile 
lesion he was given antiluetic treatment. In 
this instance three men had contact with K-6 
on the same day and all developed a chancre 
about three to four weeks later. The soldier 
has already been shown on the chart as Case 
5; these last two cases appear as Case 15 and 
Case 16. (See figure:5) 

Case 17 (figure 5), aged nineteen years, 
named by K-6, was examined by a private 
physician and found to be negative clinically 
and the serologic test for syphilis on Septem- 
ber 28 was also negative. He was advised to 
have further examinations, since his exposure 
dates covered a period of two months, with 
the last contact on September 28. This man 
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developed a penile chancre on October 31 and 
became Case 17. Since the investigators had 
seen that girl in the company of this young 
man on October 30, he was reinterviewed and 
the name of the girl obtained. On locating 
the girl, Contact Z, it was found that she had 


earned of Case 17’3 infection and had gone 


to her private physician for examination. 
Because of her story of exposure to a known 
early case of syphilis, the physician adminis- 
tered abortive therapy. Her physical exam- 
ination and serologic test for syphilis were 
negative; consequently she is not included as 
a case. 

Another army report reached the office of 
the State Department of Public Health about 
a case of primary syphilis who had named 
K-6 as the contact. This is listed as Case 18 
in figure 5. 

On October 26 a morbidity report by a 
private physician on a case of primary syphilis 
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from a town adjoining the area of investigation 
was received in the office of the State Depart- 
ment of Public Health. On October 27 after 
obtaining permission from the private physi- 
cian this case, now Case 19, was interviewed 
and two contacts obtained. One, his wife, who 
was pregnant and due to deliver in November, 
had been examined by her physician and a 
negative Kahn obtained on Octcber 26. Since 
the husband (Case 19) gave a history of fre- 
quent contact with his wife during the month 
of October, a request was made for his wife to 
have another examination and blood test in 
November. A baby girl was delivered Novem- 
ber 14 and the mother had another Kahn 
November 30 which showed positive, 64 Kahn 
units. The physician agreed to test the baby 
at the end of eight weeks. It was apparently 
normal at birth with no stigmata of congenital 
syphilis. The mother became Case Q-20, 
diagnosis early latent syphilis. The infant 
was examined and after two unsuccessful at- 
tempts at eight and twelve weeks a blood test 
was obtained on the baby at fourteen weeks 
of age. The result of the serologic test for 
syphilis was Kahn positive, 64 Kahn units, 
and the infant is designated as Case R-21. 
The other named contact was a high school 
student who readily agreed to examination and 
blood test which revealed a Kahn positive, 
128-unit titre. This girl, now Case S-22, was 
an unmarried mother with a baby fifteen 
months of age. She named twenty-two con- 
tacts over a period of six months, May to 
October. Among the contacts named was 
Contact I, and from the deductions made 
about exposure dates, dates of onset, and her 
condition when examined, it appeared that 
this young man was also the source of this 
girl’s infection. After comparing the exposure 
dates of these contacts with the approximate 
date during which this girl was infectious, 
nine contacts were followed from this group. 
Case 19 in the meantime had talked with his 
“chum” and advised him to see a doctor. This 
young man, Case 23, reported to a private 
physician, was found to have a penile lesion, 
and was treated. At the time of treatment 
he had a negative Kahn but three weeks fol- 
lowing therapy his Kahn became positive. He 
was considered a relapsing secondary case and 
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re-treated. Case 23 was sixteen years of age 
and insisted that this was his first sexual 
experience. 

The third contact to become a case (Con- 


“tact T) was found to have a penile lesion, first 


no*iced on October 10, and was treated by a 
private physician as a case of pr'mary syphilis 
(Case T-24). When interviewed ke named 
two contacts. One was Case S-22, and the 
other (Contact AA) was not examined, since 
the history of contact preceded the onset of 
the symptoms of Case S-22 by about three 
months. Five of the contacts of S-22 were 
examined and found negative. (BB, CC, DD, 
EE, FF—see figure 6) 

Since the girl, Case S-22, was so promis- 
cuous it was deemed advisable to hospitalize 
her during her treatment and she was admitted 
for therapy to the Midwestern Medical Center, 
St. Louis, Missouri. 


INCE THE TIME Contact I had first 

been named as a contact the investigators 
were making visits to his home and other in- 
quiries were being made in an attempt to 
locate him, but when inquiry was made he 
immediately crossed over to the adjoining 
state. After every consideration had been 
given to this young man and his family it 
became evident that he had no intention of 
reporting to a physician. It was explained to 
his mother that steps could be taken by the 
police to locate her son. On October 18 the 
mother located her son and notified the in- 
vestigators. 

The investigators seemed justified in inter- 
viewing Contact I for contacts at this time 
because of the number of infected persons 
who named him as their contact and because 
he give a history of having a penile lesion in 
June which remained until about August 1. 
Even though it was explained to Contact I 
during this interview that he might be infected 
and he was told about the necessity for an 
examination and blood test, he failed to report 
to the physician at this time as requested. 
When located again on October 29 he was 
taken by the investigators to the physician’s 
office for examination. His report returned 
Kahn positive, 128 Kahn units, and he was 
diagnosed as a case of early latent syphilis. 
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However, he did not return to the physician 
for his report and again the task of locating 


and bringing him in for treatment began. He 
named seventeen contacts when interviewed 
on October 18, many of whom we had already 
examined and who were under treatment as 
cases, among them K-6. 

Two of the contacts named were living in 
a nearby village and were unknown to the in- 
vestigators. After learning of the positive 
report on Contact I, now Case I-29, an at- 
tempt was made to locate these two girls. One 
of the girls, Contact GG, when interviewed 
on October 29, gave a history of having been 
committed to Geneva State School for Girls 
on June 24. Prior to her admittance to the 
institution she stated that she had contact 
with Case I-29 on June 20. According to her 
history when interviewed, a blood test was 
taken on admittance to Geneva and was 
negative (June 25) as were tests taken -on 
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July 2 and 9, at which time the disease was 
probably in the incubation period. There was 
no history of symptoms, but a blood test taken 
August 24, just two months after admission, 
gave a Kahn positive, 32-unit reaction, and 
she received treatment in September at the 
institution. With the exposure dates and his- 
tory of contact with Case I-29 at the time of 
his history of a penile lesion and the sequence 
of events resulting in a positive Kahn at ap- 
proximately the expected period of incubation, 
it seemed conclusive that Case I-29 was the 
source of this girl’s (now Case GG-25) infec- 
tion. 

The other contact, listed as Contact HH, 
had left home and was reported to be working 
in a town about thirty-five miles from this 
area. When this girl was located and taken in 
for examination she was found to be negative. 

Ordinarily anonymous letters are never fol- 
lowed by the Department of Public Health, 
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but when a letter was received listing the name 
of a man as having syphilis and the town in 
which he lived bordered this area of investiga- 
tion, it was decided to try to locate him. The 
private physician (and the only one) in this 
town had treated some of the other cases and 
on the next visit to his office an inquiry was 
made about whether he knew where this per- 
son lived. It developed that the young man 
had been to the doctor’s office for an examina- 
tion. He had a penile lesion but the blood test 
was still negative. He had not returned for 
further tests as advised by the doctor. After 
following many leads the investigators located 
him and returned him to the physician for an- 
other blood test, which was positive, 32 Kahn 
units. This became Case 26, diagnosed early 
latent syphilis and treated by his private 
physician. 

Among the contacts named by Case 26 was 
Case K-6, and the date of exposure was be- 
tween August 20-30, with a lesion appearing 
between September 15-20. Another of his 
contacts was his commonlaw wife with whom 
he had been living and with whom he had had 
constant contact from October 1 to December. 
When examined this woman was found to 
have a positive Kahn 16 units, was diagnosed 
as early latent syphilis, and received treatment 
from her private physician. She is listed as 
Case II-27 (figure 7). Two contacts (KK 
and LL) were negative. A high school stu- 
dent, Contact MM, was located and taken to 
a physician for examination. The physician 
reported suspicious lesions on the vaginal wall 
and the Sts was positive, 128 Kahn units. 
Her diagnosis was secondary syphilis. This 
girl was a minor and the investigators encoun- 
tered great difficulty in persuading her to talk 
with her parents. Eventually the parents were 
told by the investigators and she was placed 
under treatment with their family physician. 

Case MM-28 named ten contacts, five of 
whom were not examined, since their exposure 
dates were too long prior to this girl’s infection 
for them to have infected her or for her to 
have infected them. Two contacts (NN and 
OO) were located, examined, and found not 
infected. Case 15, Case 16, and Case 26 were 
named as contacts by this girl. Since the 
exposure dates of Case 15 and Case 16 were 
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both in September, from the first to the 
twentieth, and both were about at the same 
stage when they had contact with her, it 
could not be determined which was the source 
of her infection. In figure 7 the connection 
is made from MM-28 to both Case 26 and 
Cases 15 and 16 for this reason. 

A report had been received by the Depart- 
ment of Public Health that Case 13 had not 
completed her treatment. Visits made to her 
address and that of her sister revealed that 
she had left town. It was some time later that 
this girl was seen on the street by the investi- 
gators and she was taken to the physician for 
examination, where she was diagnosed as a 
case of relapsing secondary syphilis and treat- 
ment was instituted. However, she reported 
for only two treatments and left town and 
was not located again. Both of the contacts 
named as exposed during this relapsing period 
were examined and found negative (PP and 
QQ). 

It was decided after Case I-29 refused to 
cooperate to enlist the assistance of the local 
police to attempt to bring him in for treat- 
ment. After waiting about two weeks with 
no results the investigators made another visit 
to the area. ._In making the rounds of his 
“hangouts” the investigators saw him, and 
while one investigator engaged him in con- 
versation the other left and called the officer. 
He was taken to the local jail, where he was 
questioned further regarding his contacts. 

On the initial interview Contact I had 
named a number of contacts who resided in 
the bordering state. These were not followed 
until Contact I became a known case. Addi- 
tional contacts were named at the time of this 
second interview, but of all the contacts 
named by Case I-29 it seemed probable from 
the dites of exposure and the onset of his 
infection, as given in his history, that he might 
have become infected by one of three pick-ups 
(names unknown) from the bordering state. 
The investigators made use of the Interstate 
Plan for follow-up of cases and contacts in 
this instance, since by this time the investiga- 
tion had reached such proportions that it 
seemed advisable to attempt follow-up of all 
contacts named by Case I-29. 

Investigators from this state met with 
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those from the bordering state to discuss plans 
for the investigation. Some visits were made 
jointly while others were made by the inves- 
tigator within the area where the contacts 
lived. Of the eight contacts named (other 
state residents) five were found negative 
(RR, SS, TT, UU, and VV) one had moved 
to another state, address unknown (WW) and 
the other (XX) the investigator was unable 
to locate. Another of the contacts gave a 
history when questioned of having repeated 
contact with Case I-29 from the period of 
March to the last of August 1951. This girl 
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gave a history of having genital lesions in 
July. She was reported as a case of secondary 
syphilis and treated by a private physician in 
October. From this history it was concluded 
that this girl must have been infected by Case 
1-29, and she now became Case YY-30. 

Another report was received by the Illinois 
Department of Public Health from the army 
listing a case of secondary syphilis, naming 
Case 7 as the contact and probable source of 
the infection. This became Case ZZ-31. 

Case B-2 brought charges against Case I-29 
and the District Attorney had evidence for a 
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charge of statutory rape. However, Case 
I-29 was committed to the Penal Farm for six 
months and the other charges were not filed. 


SUMMARY 

Thirty-one cases of early infectious syphilis 
were traced to a single source, who was appre- 
hended only after more than 75 percent of the 
cases were discovered. 

Ninety-two individuals were named as 
cases and contacts. Of this number twenty- 
eight were not examined because the history 
of exposures excluded them from this investi- 
gation. The remaining sixty-four individuals, 
with five exceptions, were examined. 

Eleven individuals were treated, either 
prophylactically because of known exposure 
or on the clinical diagnosis, based on the ap- 
pearance of the lesions, without benefit of 
darkfield examination. 

One case of congenital syphilis resulted, 
though the mother had a negative blood two 
weeks prior to delivery. The baby presented 
serological evidence of syphilis (64 K.U.) at 
fourteen weeks of age. 

The use of interstate contact tracing by the 


Field Instruction 
(Continued from page 612) 
Department and the social agency providing 
field experience for social work students is 
selected for case presentation to the combined 
student groups. In preparation for the meet- 
ing the two students who are carrying the 
family discuss together the health and social 
problems with which they are concerned and 
cooperatively work out a plan for handling 
them. These contacts, as well as the case 
presentations, give students of both profes- 
sions an opportunity to meet face to face and 
to share some knowledge of the functions of 


‘ the agencies which they represent. The joint 


meetings also help the participants to gain an 
appreciation of the value of cooperative rela- 
tionships between social workers and public 
health nurses and some practice in developing 
such relationships in an actual situation. 
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interview-investigators proved of value in 
quickly bringing contacts to examination when 
state lines had to be crossed. 


COMMENTS 

1. The case of congenital syphilis may have 
been avoided had prophylactic treatment been 
given on the basis of exposure to a primary 
case. When cases of this nature are seen the 
importance of more than one antepartal blood 
test becomes apparent. 

2. The treatment of all diagnosed and sus- 
pected cases of syphilis was given by the 
private physician, with the exception of Case 
I-29, who was treated at a state penal farm. 
This is believed to be indicative of the private 
physician’s increased interest in the treatment 
and management of the venereal disease case 
since the advent of rapid methods of therapy. 

3. It is also worthy of note that interviews 
were made on all cases and contacts with one 
exception. In the latter instance the physician 
did not wish his patient interviewed and ac- 
cordingly this case was not included in the 
tabulations, though circumstantial evidence 
dictates otherwise. 


Although the placement of a university in- 
structor with a field agency is a unique ar- 
rangement it is one which has proven mutually 
satisfactory. The close relationship of. uni- 
versity and agency personnel facilitates cor- 
relation of the students’ classroom and field 
instruction. The only disadvantage rezog- 
nized is that of expense to the university, 
especially during periods of low student enroll- 
ment. 


BIBLIOGRAPHY 


Haig, Rena, Mackenzie, Christine, and Anderson, 
Julia M. Field instruction in public health nursing. 
Pustic HeattH Nursinc, October and November 
1950, v. 42, p. 554 and 608. 

Mackenzie, Christine. Workshop on public health 
nursing field instruction, Pustic HeattH Nursine, 
September 1952, v. 43, p. 494-495. 

McQuillen, Mary, and Walker, Janet F. Process re- 
cording in public health nursing. Pusiic HeattH 
Nursinc, October 1952, v. 44, p. 542-547. 


' 
| 
| 


Sterilization of Hypodermic Equipment 


HILGA |. NELSON, R.N. 


EEPING ABREAST of the times cer- 
tainly makes us jump in these days of con- 
stant change. When we saw Elizabeth Har- 
low’s article on sterilization technic in PuBtic 
HEALTH Nurstnc! last year we decided to 
look into our procedures and, if they weren’t 
safe, to do something about the situation. 

We discussed our procedure with members 
of the agency’s Medical Advisory Committee 
who referred us to Dr. David Skinner, path- 
ologist at the Newton-Wellesley Hospital. 
Dr. Skinner said there were several flaws in 
our technic for sterilizing hypodermic equip- 
ment, and that we’d be on safer grounds if we 
autoclaved the syringes and needles. He 
offered us the facilities of the central supply 
room at the hospital for autoclaving if we 
would arrange to carry out the recommended 
cleansing of equipment at our office. We were 
ready and willing to tackle this. 

First we found we had to have a rather 
large number of syringes and needles. We 
were fortunate to be able to draw upon a 
special fund to take care of our purchase of 
165 syringes, 450 needles, and glass tubes. 
The glass tubes are used for holding the 
needles. Each tube contains two needles, a 
large one for withdrawing medication from 
vials and the second needle for giving the 
medication. One end of the tube is closed 
with a rubber stopper, the other with cotton. 
Tf two rubber stoppers are used the steam 
pressure blows out one of them. 

Autoclaving requires cloth cases. Our 
board found a church group who was glad to 
make these for us. We chose green cloth to 
distinguish them from the unbleached cotton 


1 Harlow, Elizabeth F. A Dna changes its steriliza- 
tion technics. Pusiic HeattH Nursinc, March 1951, 
v. 43, p. 129-131. 


630 


cases used by the hospital. The cases have 
two pockets; one for the barrel and the other 
for the plunger. They are tied with cotton 
tapes. 

The cleansing of the equipment is an im- 
portant part of the procedure. On a table 
handy for the nurses we have three basins 
clearly marked “needles,” “syringes,” and 
“glass tubes and caps.” When the nurses re- 
turn to the office at night they place their 
used hypodermic equipment in the proper 
basins, all of which are lined with gauze to 
prevent breakage. The barrels and plungers 
are pulled apart. 

On Monday, Wednesday, and Friday morn- 
ings several volunteers take over the respon- 
sibility of cleaning the accumulated items in 
the basins. We use a detergent (Pyrem). 
One ounce of the powder is dissolved in a 
small amount of hot water and poured into a 
gallon bottle which is filled with tap water. 
Equal parts of this solution and hot water are 
poured over the contents of the basins. Three 
5cc syringes are boiled for ten minutes in a 
small basin covered by a second basin. The 
top basin is then removed, a square of sterile 
gauze placed in it (for protection of the 
needles) and distilled water is poured into it. 
Distilled water is used to prevent corroding. 
Boiled water is poured into the second basin. 
These syringes and the boiled and distilled 
water are used for cleaning the needles. 

All the articles remain in the detergent for 
ten minutes. Then the syringes, glass tubes, 
and rubber caps are thoroughly rinsed under 
running water and left to drain on a clean 
towel. 

The needles are cleansed separately. The 
hubs are scrubbed with a cotton applicator 
dipped in the detergent and 2cc of the deter- 
gent is forced through the needles. The 
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needles are then tested and sharpened if neces- 
sary, then placed in the basin of boiled water 
and left there for ten minutes. After this 2cc 
of the boiled water is forced through the 
needles and they are placed in the third and 
last basin containing distilled water. After 
ten minutes more the distilled water is forced 
through the needles and they are inserted into 
the glass tubes and corked. 

The syringes are now put into the cases 
(the barrel and plunger numbers must agree). 
The glass tubes with the needles are placed in 
the space between the barrel and the plunger 
with the rubber-stoppered end projecting. The 
case is tied and tagged and the cases are then 
put in wire baskets for autoclaving. The bas- 
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kets are on loan from the hospital—another 
example of the fine cooperation of the hospital 
staff. 

We have not yet made a time study but we 
know that nurses are spending less time in the 


homes for hypodermic therapy. We expect to 


be able to decrease the amount of office time 
spent on the procedure and are counting on 
interesting more volunteers to assist us, and 
we know also that the nurses like the change 
very much. 


Miss Nelson is director of the Newton Visiting 
Nurse Association. She will welcome inquiries about 
the procedure described in the article. Write to her 
at the Vna, 1990 Washington Street, Newton Lower 
Falls 62, Massachusetts. 


A Work Conference That Clicked 


ANNA HASSELS, R.N. 


Are THE NURSES in the community 
interested in an educational program in heart 
disease? This question was posed by the 
program secretary of the recently organized 
Milwaukee County Heart Committee, an 
affiliate of the Wisconsin Heart Association. 
When it was relayed to the nurses on the job 
their prompt and enthusiastic response led to 
a work conference highlighting rheumatic 
fever. 

From all points of view a conference on this 
topic was timely. Wisconsin is situated in a 
high incidence area of rheumatic fever. In 
1950 this illness became a reportable disease 
in the state. Physicians have been generous 
in giving time to discuss problems relating to 
heart disease with parent-teacher associations 


Miss Hassels is director, Public Health Nursing 
Program of Study, Marquette University College of 
Nursing. 


and with other interested community groups. 
A byproduct of this statewide educational 
project of the physicians was the recent estab- 
lishment of a rheumatic fever case registry in 
a demonstration area in Milwaukee, a project 
sponsored by the Milwaukee Health Depart- 
ment and the Milwaukee County Heart Com- 
mittee. 

Before planning for the conference got 
under way the original sponsoring groups were 
joined by the Marquette University College of 
Nursing, the Milwaukee Health Department, 
and the Wisconsin Bureau for Handicapped 
Children. In addition, there was a long list 
of cooperating agencies, such as the profes- 
sional nursing associations, the VNa, Com- 
munity Welfare Council, and numerous hos- 
pitals. With such strong community support 
a representative planning committee was 
organized. 

The job of the planning committee was sim- 
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plified when the decision was made to hold the 
conference as an intersession activity at Mar- 
quette University College of Nursing during 
the week of January 28, 1952, and when Mrs. 
Sabra Sadler accepted the invitation to be 


nursing consultant for the week. The com-. 


mittee held weekly meetings, well attended 
and characterized by a spirit of unity. 

Various subcommittees were appointed to 
take care of such details as publicity, physical 
facilities, programs, social activities, exhibits, 
and visual aids, and the entire planning com- 
mittee helped to set up the agenda so that the 
needs and interests of all the groups were met. 
The health educators on the committee, rep- 
resenting the state and local heart associations 
and the Milwaukee Health Department, early 
proved their worth. With a few suggestions 
from the nurses the health educators prepared 
attractive announcements and programs and 
set up splendid educational exhibits. A day 
or two before the opening of the conference 
the planning group met with Mrs. Sadler to 
discuss overall plans, a restatement of objec- 
tives, and final orientation. 

The participants too were prepared. The 
nurses from hospitals and public health nurs- 
ing services had expressed an interest in high 
quality nursing care. They selected for dis- 
cussion the following topics: the patient with 
rheumatic fever—medical aspects and nursing 
care, the patient and his family, and rheumatic 
fever and the community. Some weeks before 
the conference each participant received for 
her consideration two case studies of patients 
which reflected the themes of the conference: 
problems in nursing care and community plan- 
ning for rheumatic fever. 

All in all, three months were spent in plan- 
ning for the five-day meeting but the effort 
was more than worth while. There were 122 
registrants and about forty nurses remained 
for the entire conference. Well known cardiol- 
ogists laid the background on the first day for 
follow-up discussions by a presentation of the 
medical aspects of the disease. Discussions 
were included on the social, psychological, 
emotional, and rehabilitative phases of rheu- 
matic fever. A group of student nurses pre- 
sented a dramatization of nursing care and 
a rural nurse reported on a survey she had 
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made of the cases in her county. The 
strengths as well as the weaknesses of local 
programs were evaluated and recommenda- 
tions made for improvement of services. 

Here are some of the problems the groups 
tackled: 

An adult patient with a history of rheumatic 
fever with valvular heart damage is admitted 
to the hospital service for minor surgery such 
as a dental extraction. Who is responsible for 
patient education? Is the nurse taking too 
much on herself in guiding this patient, who 
may or may not be under medical supervision? 

Who should undertake preparation of a 
patient for hospitalization? 

How well does the visiting teacher under- 
stand the ill child, and how much of his 
capabilities does she take into consideration? 

What type of exchange of information and 
follow-up should be arranged for during the 
various stages of a patient’s progress which 
necessitates transfer from one service to an- 
other? 

How can we evaluate the family’s activity 
in follow-up care? 

The above questions and other problem 
situations led to fruitful and practical discus- 
sions and plans to be followed through. 

Everyone agreed that no one person can 
meet the total needs of the patient with rheu- 
matic fever. Many professional workers are 
required to give adequate care, and parents 
carry the sustaining responsibility when the 
patient is a child. Nurses must give support 
to the parents so that care may be family- 
centered. 


F COURSE a successful work conference 

must allow for some relaxation. There 
were midmorning refreshment periods when 
small groups got together for buzz sessions, 
which were continued at lunch and dinner. 
There was a planned social evening with an 
informal dinner party which many student 
nurses attended and enjoyed. Mrs. Sadler was 
interviewed over the local TV station. This 
proved an effective approach to community 
education. As a result many mothers of chil- 
dren who had had rheumatic fever telephoned 
during the conference, seeking information 
and help. 
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The work conference seemed valuable to us 
for many reasons. Here are some of the prin- 
cipal ones: 

Nurses from all areas of service in the com- 
munity viewed the problem with a common 
interest in providing the best possible care to 
the cardiac patient. 

Through panel discussions and work groups 
nurses gained a greater appreciation of the 
contributions which personnel from allied pro- 
fessions can make in providing complete care 
—the nutritionist, medical social worker, 
physical therapist, occupational therapist, vis- 
iting teacher, and vocational guidance and 
rehabilitation workers. Everyone agreed that 
only through coordinated planning can maxi- 
mum use be made of these resources. 

Many nurses for the first time had the op- 
portunity of working with the newest member 
of the health team, the health educator, and 
became acquainted with his special talents in 
educational technics. 

Nurses gained an appreciation of the work 
of the American Heart Association and its 
state and local branches in their attack on the 


nation’s leading cause of death—heart disease. 


Two months after the conference a ques- 
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tionnaire for the purpose of obtaining a final 
evaluation was sent to the participants. Al- 
most everyone reported she had given a de- 
tailed report to her organization. Six hundred 
and ninety-eight persons had heard the reports 
and entered into the discussions of the care 
of the patient with rheumatic fever. It was 
evident that the early enthusiasm had carried 
over. Many specific steps had been taken to 
carry out the recommendations. 

One poignant letter was received from a 
hospital nurse which brought the problem of 
rheumatic fever very close to the planning 
committee. “Several days after the work 
conference my doctor told me I had rheumatic 
fever. I feel my present experience is another 
lesson in understanding the illness better. I 
am greatly indebted for all the help I received 
at the conference. Without it the adjustment 
to being a patient with rheumatic fever would 
have been more difficult. Thank you for the 
well planned conference. I am looking for- 
ward to seeing the results of the conference 
and hope to take an active part again soon.” 

A conference of this type is a venture in 
nursing education which broadens the horizons 
of service—and in addition it was fun! 


Polio Prevention Study 


N SEPTEMBER 1951 when the nurses who 

had participated in the polio prevention 
study: in Provo, Utah, were seated on the 
bus that was to take them from Provo to Salt 
Lake City on the first part of their journey to 
their respective homes, Dr. Hammon waved 
goodbye and called “I'll be seeing you next 
year.” That was the first intimation many 
of us had that there might be another study, 
and each of us hoped that she would be able 
to participate again. 

Early this spring I received a letter from 
Louise Suchomel of the Joint Orthopedic 
Nursing Advisory Service? telling me of the 


forthcoming polio prevention study during the 
summer months of 1952 and asking me to 
join the group, adding that because of many 
factors it was impossible to say exactly when 
we would be needed. Public health agencies 
and hospitals all over the United States re- 
sponded generously in releasing staff members 
for an indefinite period of time to help in the 
study that would attempt to prove that gamma 


1 Nurses answer polio research call. Pustic HEALTH 
Noursinc, November 1951, v. 43, p. 637. 

2 Now the Nursing Advisory Services for Ortho- 
pedics and Poliomyelitis, National League for Nurs- 
ing. 
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globulin will prevent or minimize the paralysis 
associated with poliomyelitis in human beings. 

And we waited, and we waited! One night 
late in June the telephone rang, and I learned 
that Houston, Texas, was the area chosen for 
the initial study. I was given instructions to 
pick up my airplane tickets and to proceed 
without delay so that I would arrive in Texas 
on June 29. 

The next morning when the group met to- 
gether we recognized among many new people 
the familiar faces of personnel who had taken 
part in the pilot study in Provo the previous 
year. There were eight nurses who were par- 
ticipating for the second time. 

The plans called for eight clinics, each one 
staffed by a doctor and three nurses. The 
doctor was the clinic coordinator and was re- 
sponsible for the functioning of the clinic. 
Dorothy Hughes of Winthrop, Massachusetts, 
was supervisory nurse for the group of nurses. 
Miss Suchomel stayed with us in Houston but 
was unable to go on with us to Sioux City, 
Iowa, later in the month. Nurses from agen- 
cies and hospitals in ten states and the District 
of Columbia took part in the study. 

The clinics were run for four-hour periods, 
morning and afternoon, with the exception of 
one clinic which was open afternoon and eve- 
ning for the convenience of parents who were 
unable to bring their children to the clinics 
during the day. Two nurses in each team 
worked with the doctor in the room where the 
injections were given. The third nurse worked 
with the volunteers, orienting and directing 
them and keeping the line of children moving 
at an even tempo. The volunteers gave gen- 
erously of their time and efforts. They regis- 
tered the children, saw that the necessary legal 
consent forms were signed by the parents, 
checked records, and weighed the children. 
Since the dosage of the injection was corre- 
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lated with each child’s weight the weighing 
was an important activity. 

I have had many persons ask me since I 
returned home, “Did the children cry?” Of 
course they cried! But the lollipop held out 
as a prize to each of them after receiving the 
injection worked wonders in most instances. 
We held clinics in Houston for eleven days. 
Interest and 2nthusiasm were high, and it be- 
came a personal matter to each clinic team to 
see that it was the group to make the largest 
number of injections during the day. 

After a few days in Houston an advance 
team of physicians left to choose another area 
to continue the study. They settled on Sioux 
City, Iowa, and when the rest of us com- 
pleted our work in Texas, and had a few days 
for rest and recreation, we flew to Sioux City. 
Because it was a smaller community we set 
up only five clinics. 

We had attained veteran status by that 
time and the clinic teams functioned smoothly 
and well. The clinics were set up in schools 
and auditoriums. The parents brought their 
children to the clinics in such numbers that 
we had to have more personnel. Many local 
nurses who because of home responsibilities 
were unable to help out in the local hospitals 
during the polio epidemic volunteered their 
services, and assisted the doctors and nurses 
in the injection room. In less than a week 
enough children had been injected to complete 
the quota, and the teams packed to move to 
a new location. 

All of us—parents and medical and nursing 
personnel—now must wait for the results of 
the study. Each of the nurses, I know, felt a 
sense of pride and gratification that she had 
the privilege of working in a research project 
of such magnitude. 

—GERTRUDE C. JOHNSON, R.N. 
SUPERVISOR, BOSTON VNA 
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Building Sources of income 
For Voluntary Public Health Nursing Services 


SINCE the Metropolitan Life In- 
surance Company and—at «a little later date— 
the John Hancock Mutual Life Insurance 
Company announced that their contracts for 
nursing service to designated policyholders 
would be terminated December 31, 1952, and 
June 30, 1953, respectively, visiting nurse 
associations have been considering ways of 
increasing sources of income or developing 
new ones to make up for the expected financial 
loss. Administrators in one section of the 
country have been interested in knowing what 
administrators elsewhere were planning and 
there has been considerable exchange of in- 
formation through regional meetings, NoPHN 
memos, and articles and reports in this 
magazine. 

In April 1952 NopHn sent a questionnaire 
on this subject to all agency members. An- 
, Swers were returned by 108 administrators. 
' The collected information indicates that 
boards of directors and executives have been 
facing this problem realistically and have 
evolved many practical plans. For your in- 
formation their composite answers to the 
three questions asked in the questionnaire are 
summarized below. 


1. Do you expect to make up the loss of income 
from the cancelation of your contracts with the 
two insurance companies? If so, please explain 
how. 


Agencies report that they are hoping to 
secure more income from tax monies through 
contracts with official agencies. There is an 
increase in the number of contracts with a 
greater variety of voluntary health organiza- 
tions—such as arthritis associations and rheu- 
matic fever foundations—as well as an increas- 
ing number of contracts for service to pa- 
rochial schools, the Veterans Administration, 
and the United Mine Workers. There is re- 


newed interest in parttime nursing in industry 
and in contracts to give home nursing care 
to the industrial worker. 

Many vnas are alert to the possibility of 
participating in prepayment medical care 
plans and are investigating this source. One 
agency reports that it is now earning a larger 
amount through its hospital-home care pro- 
gram (contract with a city hospital) than the 
amount it probably will lose when the insur- 
ance contracts end. 

Another agency reports a contract with a 
local obstetrician for two postpartal visits to 
each of his patients, for which he reimburses 
the association at full cost. Many agencies 
expect to add to their group work and are 
planning sessions in the evening for those who 
work during the day. 

Practically all administrators mention in- 
creased publicity and better public relations. 
Some of the methods used are a series of 
fifteen-minute radio talks about different vna 
services; announcements in the daily papers 
about parents’ classes and a free advertisement 
in the Sunday paper; distribution of agency 
leaflets by the Welcome Wagon hostesses; 
distribution by pharmacists of agency leaf- 
lets; talks with community groups, such as 
women’s clubs, labor unions, Junior Leagues, 
and the League of Women Voters. 

A few agencies are looking into their overall 
financial situation. One expects to use endow- 
ment funds if necessary; several will reexam- 
ine investments; others will promote associa- 
tion membership. A few agencies report they 
are considering reduction in staff. 


2. Have you explored the possibilities for increasing 
referrals of patients through hospitals, medical 
societies, practicing physicians, and others? 


The answers indicate that all the adminis- 
trators recognize that referrals by doctors, 
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- hospitals, and other organizations are funda- 


mental to the growth of the service. Many 
report fine cooperation with individual prac- 
titioners, medical societies, and local hospitals. 
Others report that the pressure of work in the 
hospitals and the clerical work involved in the 
referral plan have proved to be hindrances. 
Practically everyone is working for better 
referrals, . Here are some successful pro- 
cedures: rounds in the hospital at periodic 
intervals by a visiting nurse, which permit the 
patients to talk to her and inquire about the 
service before they go home; personal visits 
to new physicians in the community and an- 
nual visits to the local doctors, as many prefer 
the personal touch; periodic mailing of pam- 
phlets; close contact with the medical society 
through the members of the agency medical 
advisory committee; good public relations 
committee; conferences (telephone or in per- 
son) with physicians or hospital personnel 
about specific patients. 


3. Is your charge for contract services based on 
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actual cost per visit, less than cost per visit, or 
more than cost per visit? 


About one third of the agencies set their 
charge for contract service at less than the 
actual cost per visit; the rest, with very few 
exceptions, charge the full cost. Many of the 
administrators indicate that their local com- 
munity shest or other tund-raising agency is | 
aware of the situation facing vnas in the com- 
ing year and is anticipating requests for in- 
creased allotments from vna boards. 
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When Floods Came 


RUTH MAE FLEMING, R.N. 


Orr EXPERIENCES in the Missouri 
River flood in April 1952 were somewhat dif- 
ferent from previous flood experiences that we 
have had. We knew for quite a few days in 
advance that we would have to expect high 
water, probably higher than we’d ever had. 
Engineers predicted quite accurately the 
height of the crest and the day and hour when 
it would arrive. People had ample warning 
to move out of their homes and the move was, 
for the most part, accomplished in an orderly 
manner. One result was that in spite of the 
fact that we had the worst flood in our history 
there were no lives lost as a result of the flood. 

The people who could not move in with 


Miss Fleming is director, Visiting Nurse Associa- 
tion, Sioux City, lowa. 


relatives or friends were housed in a public 
school building. It was several days before 
we knew how many people would require 
shelter and how much equipment and person- 
nel would be needed. When the records were 
complete we learned that 286 persons were 
given shelter at the school in Sioux City, and 
150 at a school building in South Sioux City, 
Nebraska. 

It was very gratifying to find tuat so many 
people were willing to help during the emer- 
gency. Nurses from the local hospitals, doc- 
tors’ offices, and from public health agencies 
donated their time to make constant nursing 
service possible at the shelters. The major 
job of the public health nurses during this 
time and for several weeks following was the 
administration of typhoid vaccine. Clinics 
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were atranged for several areas near the flood 
districts and the nurses gave the vaccine. 
Board members and other interested lay peo- 
ple helped to register patients as they arrived. 

Many of the people across the river in 
Nebraska and South Dakota were forced to 
leave their homes and most of them came to 
Sioux City for shelter. We gave typhpid 
vaccine to those peop'e also. Clinics were held 
daily at the City Hall during regular working 
hours and one evening a week, in addition to 
the clinics held in various parts of the city 
nearer flood areas. We were surprised that 
so many people availed themselves of the op- 
portunity to take the vaccine, and even more 
surprised that most people returned to com- 
plete the series. Clinics were conducted with 
a minimum of confusion. There was little 
waiting, and very little protest from the chil- 
dren. Public health nurses gave 17,082 doses 


The Deaf Child 
(Continued from page 608) 

considered a parents’ institute. Fathers as 
well as mothers are urged to attend with their 
children if it is feasible. As I look back on 
the experience I consider it our awakening. 
The numbness and the shock which engulfed 
us slowly disappeared upon our return home, 
when we gradually put to use many of the 
ideas set forth at the school. The first-hand 
day-by-day contacts and teachings helped us 
to face our dilemma squarely. This personal 
experience at school, coming so soon after we 
learned of our child’s handicap, gave us the 
knowledge and impetus to go on. 

As a result of what we learned first hand at 
the school and the guidance we received from 
the other resources mentioned earlier we made 
a definite effort to teach our little girl at home. 


of vaccine. The Sioux City Health Depart- 
ment (Iowa) has a record of 22,312 doses 
given which indicates that about 5,250 doses 
were given by personnel in private industries 
and by private physicians. 

The role of the public health nurse in the 
homes following the return to fivoded areas 
was made very simple by a systematic plan 
of the city officials. Homes were inspected by 
the building department, plumbing,’ and elec- 
trical inspectors, and by representatives of the 
health department. When all conditions were 
found to be satisfactory people were permitted 
to return to their homes. By the time people 
had returned home and the public health nurse 
made her visits there were few problems 
caused by the flood. We had no increase in 
incidence of disease traceable to flood causes. 
We were indeed fortunate to have passed 
through this trying time with so little difficulty. 


It is not easy but it can be done. The results, 
as seen in the happy shining face of the child, 
make it most worth while. It can be done 
with love, time, patience, and effort. 

Because our youngster was ready for school 
at three years of age, and the law provides 
for it, she now attends a deaf oral class at the 
public school in our community. She attends 
for one hour each morning. Now she learns 
from her teacher as well as from us. Her 
horizons are broadening. This has been made 
possible only because of the impetus we re- 
ceived at the mothers’ institute. We think we 
have advanced to meet our challenge. 


Mrs. Flaxman and her husband, Dr. George Flax- 
man, a dentist in Decatur, Illinois, are co-authors of 
“Your Child Is Deaf.” This publication may be 
secured from Office of the Superintendent of Public 
Instruction, Springfield, Mlinois: 
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Postclinic Conferences 


CECILIA HEALY ROHRET 


ee conferences held by the 
State Services for Crippled Children in Iowa 
are no longer experimental; they are an ac- 
cepted part of the clinic setup. The field serv- 
ices of this agency are given chiefly on a 
consultation basis with other agencies and are 
initiated by group conferences. The con- 
ferences are quite informal. They are like 
country store meetings where happenings and 
events are discussed around the cracker bar- 
rel. This method is fostered because it is the 
easiest way of discussing problems, exchang- 
ing ideas, and arriving at solutions. The 
problems may relate to a child’s immediate 
illness or his crippling and may involve plans 
for his care and for correction of defects; 
they may involve the home, the school, or the 
community, or a combination of all three. 
Therefore, the conferences must have the co- 
operation of community agencies if they are 
to be of any value. 

All persons working with children today 
can do only a part of the job. That job can 
approach completion only in so far as efforts 
are made to cooperate with those who are 
carrying on other parts of the work. Those 
who deal with only a few areas of a child’s 
needs limit themselves if they do not have a 
community perspective. It is necessary to 
strengthen all areas in order to give well 
rounded service. 

For example, any attempt to work with a 
child who has a school problem is futile unless 
his teacher joins forces with his physician, 
nurse, social worker, or child welfare worker 
and all work with the parents. It would be 
just as futile as giving medical service to a 


Mrs. Rohret is supervising medical social consultant, 
Iowa State Services for Crippled Children, State Uni- 
versity of lowa, lowa City, lowa. 


638. 


school child for emotional disorders without 
taking the school into consideration. It is 
essential to work with parents, doctors, teach- 
ers, social workers, nurses, ministers, people 
trained in special education, child welfare 
workers, workers in vocational rehabilitation 
—to name only a few. 

Problems met in the clinics are numerous 
and often complicated—complicated to the 
point where many services are needed in 
order that a child may face life with a real 
assurance of security. It is in this area that 
the postclinic conferences can play an im- 
portant part. 

Postclinic conferences are usually held 
about three weeks after the clinic. This delay 
is due to the number of professional services 
given in the clinic. Reports of the ortho- 
pedist, pediatrician, physical therapist, nu- 
tritionist, medical social consultant, public 
health nursing consultant, speech and hearing 
therapist, psychologist, and dental hygienist 
are compiled in a unit record. Information 
gleaned from this unit record is studied care- 
fully in preparation for the postclinic con- 
ference. Such information must be accurate 
and the medical terminology interpreted so 
the lay person involved may understand. 

The number of cases discussed averages 
from fifteen to twenty, comprising the most 
serious and most urgent problems in the clinic. 
Names of these children are sent to representa- 
tives of the organizations and agencies in- 
vited to participate. The group is kept rela- 
tively small and consists only of those indi- 
viduals directly responsible for children—the 
county superintendents of schools, city super- 
intendents of schools, directors of social wel- 
fare, overseers of the poor, public health 
nurses, school nurses, child welfare workers, 
special education supervisors, psychologists, 
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and representatives from the state vocational 
service. They represent a cross section of the 
community and are responsible for the welfare 
of youth. 


—_— SITE of the postclinic conference is 
usually chosen by community people. It 
is generally centrally located, making it con- 
venient for all to attend. The usual arrange- 
ment is to sit around a large table in a court- 
room, in the high school, in the public health 
nursing office, or in the office of the director of 
social welfare. Greater participation results 
when participants are seated face to face. 

The public health nursing consultant and 
the medical social consultant of the State 
Services for Crippled Children conduct the 
postclinic conference. They open the meet- 
ing usually by stating the purpose, stressing 
that the information given must be held in 
confidence and that the tentative plan made 
for treatment and follow-up service must be 
discussed with the referring physician before 
an attempt is made to carry it out. The con- 
sultants then present the problems, empha- 
sizing their significance and bringing them 
into sharp focus so that all may see the need 
for help, correction, or counseling. The group 
is impressed with the fact that the contribu- 
tions of all members are equally important. 
Individuals are stimulated to participate and 
to tie together suggestions for follow-up care. 

These conferences sometimes provide an 
opportunity to blow off steam about situations 
upon which all are not in accord. Sometimes 
these outbursts are good. The “gripes” are 
often founded only in part on fact, but by 
discussing them as a group the air is cleared 
and antagonism, more often than not, dis- 
appears. Participants must always be con- 
scious of the purpose of the conference; they 
must be helped to see the needs. Cases dis- 
cussed usually show up defects in community 
facilities and offer a logical starting point. 
Once desire and interest are aroused, con- 
sultants can develop the obvious leaders in the 
group. Free participation is encouraged, every 
attempt being made to keep before the par- 
ticipants those points or those elements in a 
case which require the skills of particular 
fields. 
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The most successful conferences by far are 
those in which representatives participate 
freely, the consultants entering only when 
there are signs of disagreement or rambling. 
Rambling is not always a fault, however, be- 
cause often at such times less articulate per- 
sons are drawn in, frequently expressing a 
better understanding of the problems than the 
more loquacious ones. There are also those 
who wish to assume responsibility for every- 
thing, regardless of the fact that they may 
not be capable of carrying this responsibility. 
Consultants at such times bring into focus all 
the needs, suggesting that the individuals 
share responsibility with others in whose area 
the problems lie. 

A consistent attempt is made to focus on the 
child as a whole, keeping participants working 
together as individual members of a profes- 
sional group. Contributions may depend on 
the individual’s training, his technical skill, 
and his understanding of the situation under 
discussion. They depend as well on his under- 
standing of the child’s needs and what this 
particular experience means to him as a child. 


LTHOUGH consultants have a tentative 

objective in mind for each case, facts 
brought out in discussion may change the 
original plan of procedure. A plan must al- 
ways be immediately available but it is not 
included in the case presentation. An at- 
tempt is made to present a case in such a way 
that the solution is obvious. Occasionally 
the group is divided in its thinking, and at 
such times consultants must take an active 
role in interpretation, reiterating the salient 
points to be considered. Occasionally one of 
two solutions may be acceptable, but because 
of a local situation the two or three people 
who obviously should assume responsibility 
for working out the problem disagree. At 
this point the consultants must employ a 
great deal of finesse to prevent a deadlock. 
This situation can be illustrated in the fol- 
lowing case: 

Mary, age six, had been referred to the 
clinic by her physician because of a heart 
murmur and choreiform movements. She slept 
poorly, had a poor appetite, cried without 
cause, and worried about everything. The 
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clinic physician found her heart murmur to 
be functional and the movements not true 
choreiform. The social history contained the 
following information: Mary came from a 
rural home and attended a rural school. The 
teacher and all the pupils belonged to a re- 
ligious sect predominant in’ that county, 
Mary being the only pupil who was not of 
that faith. She was ostracized on the play- 
ground, whispered about, and taunted. On 
her way to and from school Mary was stoned 
and chased by the other children who often 
laid in wait for her. 

These facts were presented in the postclinic 
conference. The county superintendent of 
schools, the special education teacher, and the 
child welfare worker obviously were the 
people who should assume responsibility for 
interpretation and counseling. The special 
education teacher and the child welfare 
worker took the position that an interpretation 
of the situation should be made to the parents 
and teacher, and they should work with the 
pupils, helping them to understand the mean- 
ing of their behavior. The group as a whole 
took the same view of the situation. 

The county superintendent, however, said 
that he knew the parents and the teacher 
better than the group, and they could not be 
changed in a thousand years. He argued that 
he might work out a plan with a nearby school 
to which Mary might be transferred. He said 
there were no children of other faiths who 
would be ready to attend Mary’s present 
school for at least two years. In the mean- 
time he would make a point of interpreting to 
the parents and teacher the reason for Mary’s 
transfer, trying to impress upon them the 
need for greater tolerance. The group insisted 
that the superintendent was not facing facts, 
that Mary should be kept in school while 
local interpretation was being made. 

These questions seemed to stand out: Was 
Mary to be sacrificed for a principle? How 
would the confusion which would undoubtedly 
follow affect her personality? It is a widely 
accepted fact that a highly emotional experi- 
ence in a child’s life can show its effect for 
many years by twisting his personality into 
a neurotic pattern. 

Mary was already developing this pattern. 
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It was known too that removal from such pres- 
sure to a healthy environment might open 
new perspectives to one in such a situation. 
Was the danger to Mary’s mental health worth 
following the plan of the majority? 

Another point to be remembered was that 
the superintendent had held his office for 
twenty-one years. Should he jeopardize his 
position by placing himself at odds with 
people who had maintained him in office, and 
who, he was sure, would unite against him? 
Differences and tempers kept well under con- 
trol up to this point flared into the open and 
the discussion became quite heated. Even the 
consultants could not agree. It was finally 
decided, however, that the group had lost 
sight of the child who, after all, was the main 
concern. Her physical and mental wellbeing 
was of greater importance than the principle 
involved. It was agreed, reluctantly perhaps, 
that the transfer should be made, and that 
interpretation and counseling should begin at 
once. 


BVIOUSLY it is not always easy to de- 

cide on the best plan, and sometimes we 
must choose from a maze of suggestions. It 
isn’t always true that the more information 
we have the better able we are to decide. 
Most of all we must keep an objective view- 
point and not allow ourselves to become in- 
fluenced by all we hear. Free discussion is 
good, but consultants have the burden of 
choosing the good and discarding the bad 
without seeming ta reject any suggestion. The 
following case serves as a good example: 

Jane, age eight, had had poliomyelitis when 
she was four and had spent much of the past 
four years in a wheelchair. She had normal 
intelligence and speech. She was barely able 
to feed herself. Her lower extremities were 
flail. She had no back muscles and the thoracic 
cage was slightly deformed. She had no con- 
trol of her sphincters. It was recommended 
that Jane be fitted with a leather torso, ena- 
bling her to sit up more comfortably. 

She had had a visiting teacher, but because 
of her severe crippling little had been offered 
in the way of education. The visiting teacher 
had brought Jane to a few school activities, 
but aside from this she spent the greater part 
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of her time in idleness at home. Jane’s par- 
ents were people of average intelligence and 
were in good health. There was one younger 
child in the family. Jane had temper tan- 
trums, was demanding, dissatisfied, and com- 
plaining, and insisted that her mother do 
everything for her. 

The people presenting the case at the con- 

ference said that the mother was overprotec- 
tive of this child, that she was jeopardizing 
her own health, and that something should be 
done about it. One thought that Jane should 
be referred for psychiatric study. Another 
thought the mother should be referred to a 
psychiatrist for guidance. Some thought Jane 
might be better off in an institution. Others 
disagreed, thinking it would be well to place 
her for care in a boarding home. Still others 
thought that intervals in a boarding home for 
Jane might be helpful in giving the mother 
much needed periods of rest. One suggested 
that someone should talk with the mother 
about disciplining Jane; perhaps a little 
punishment might result in more peaceful liv- 
ing in the home. 
, No one felt that here was probably a nor- 
’ mal pattern of behavior that had developed 
in an intelligent, badly handicapped, shut-in 
child. It was true that she and her mother 
might well profit from psychiatric help. In 
the circumstances this was like reaching for 
the moon. Were the other suggestions sound? 
Would most of them be more harmful than 
beneficial? It was agreed that they would. 
Finally the consultants were able to help the 
group to agree that every attempt should be 
made to bring the capacities of this little girl 
and the resources within her community into 
direct relationship with each other so that 
the potentialities in both might be released 
and made available to her. 

In this instance a good school program, with 
the friendly interest of other children, recrea- 
tion within her limitations, play materials for 
the lonely moments, interesting books and 
pictures, in addition to a continued medical 
program, were not too much to expect from a 
community even as small as Jane’s. The 
public health nurse, visiting teacher, and di- 
rector of social welfare agreed to plan together, 
using whatever other resources were necessary 
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to make life less difficult for the overburdened 
mother and more bearable, meaningful, and 
productive for the child. 

O NOT believe that work in postclinic 

conferences is without frustrations and 
problems. Indeed, there are instances in 
which there appear to be no interest, no re- 
sources, no possibilities for help, and actual 
and complete rejection of all suggestions made. 
This is more often true with the severely 
handicapped, because many individuals be- 
lieve a physical disability makes one a special 
kind of human being and that all help given 
is wasted effort. Considerable strength and 
courage are necessary to break down such 
attitudes. Having the community accept such 
individuals is in some cases like pounding 
one’s head against a stone wall. However, 
when such an impasse does occur stories of 
similar cases with successful results are re- 
lated, the telling often helping us over the 
hurdle. 

For example, the following story is used 
occasionally to show what a community did 
in a particular situation: An intelligent, severe- 
ly crippled child from a poor home might at- 
tend school, but would have to be carried from 
the school bus up and down two flights of 
school stairs morning and evening. He could 
feed himself if someone helped him remove 
his lunch from the dinner pail. He could not 
take care of his own toilet needs without as- 
sistance. His severe speech defect was a 
definite handicap. 

This is how the problem was solved: The 
school bus driver carried the boy to and from 
the bus, up and down the stairs morning and 
evening. Teachers gave him more than his 
share of their time and the manual training 
instructor helped the boy care for his toilet 
needs. The pupils, assisted by a wise teach- 
ing staff, took him to their hearts as one of 
their own. Medical care and home services 
were carefully rendered during the time to 
complete the picture of a well integrated com- 
munity service. 

The results of a successful postclinic con; 
ference are not always immediately apparent. 


The real test is what happens to the children 
(Continued on page 644) 
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Public Health Nursing Education 
At the University of Michigan, 1919-1930 


RUTH BISHOP, R.N. 


= WAS good reason for a group of 
pioneer public health nurses to be jubilant in 
May 1918: the Board of Regents of the Uni- 
versity of Michigan had just voted to estab- 
lish a course of study in public health nursing. 
From unpretentious beginnings this program 
has grown steadily to meet a multiplicity of 
needs. Many individuals have contributed 
to the development of the program and the 
ensuing historical account records the major 
events of the first eleven years. 

The nursing leaders of the Michigan SNA 
and Sine had been stimulated by the requests 
of their membership for several years. They 
knew that the pendulum was swinging away 
from haphazard training to a well planned 
course in public health nursing education and 
they wanted Michigan to provide such edu- 
cational opportunities Within its own borders. 
But even after this favorable action by the 
Regents finance still reared its ugly head. 
The Regents’ motion contained a loophole— 
that the financing of the course must be se- 
cured from outside sources. The nurses im- 
mediately let every lay and professional group 
that could possibly help them know of their 
needs. One physician, greatly interested in 


Miss Bishop is at present a supervisor in the 
Visiting Nursing Association of San Mateo County, 
Redwood City, California. Previously she was a 
lecturer in public health nursing, School of Public 
Health, University of Michigan. This article is a 
condensation of a paper written in 1949. The author’s 
original plan was to describe developments in public 
health nursing education at the university for the 
thirty-year period 1919-1949, but the extensive 
amount of available material made this an impossi- 
bility for her. 


their cause, advised them “to beg, borrow, or 
steal it [the money].’ 

Another friend, Mrs. John Blodgett, inter- 
ested in recruiting for the Vassar Training 
Camp, turned her energies to this problem and 
through the aid of her husband was able to 
interest the governor in the urgent need for 
funds. A war was on and nursing had a 
special appeal. The governor saw the patri- 
otic value of this project and assigned monies 
from the War Emergency Fund, doubling the 
$2,500 requested. 

Women had not always been a common 
sight on the University of Michigan campus. 
It was not until 1870, fifty-three years after 
the founding of the university, that women 
were admitted. In the early days a co-ed’s 
life was not always an easy one. Shaw says, 
“They were treated with indifferent courtesy, 
college journalism had its fling at them, many 
boarding places were not opened to them, and, 
in fact, life was made as unpleasant as possi- 
ble.” Remnants of this cool reception still 
existed when the first public health nurses ar- 
rived. If the first women students had their 
trials it is certain that the women faculty 
members had their struggles as well. Prior 
to 1919 only one woman had been granted 
the rank of professor, so when the first di- 
rector of the public health nursing program, 
Dora M. Barnes, was given the title of pro- 


1From letter to Mary Marshall from Reuben 
Peterson, M.D., April 8, 1918. (In folder of un- 
published material of the Detroit Vna. Donated to 
the Public Health Nursing Office, School of Public 
Health, University of Michigan, December 21, 1949.) 

2Shaw, Wilfred. The University of Michigan. 
New York, Harcourt, Brace, and Howe, 1920. p. 61. 
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fessor of public health nursing a milestone had 
been reached. Alas, it was equality in title 
only, as her salary range was the same as that 
of an associate professor. 

Even though the Regents approved of this 
new type of education it did not mean that all 
university leaders held the same views. The 
dean of the College of Literature, Science, and 
the Arts, who later was approached regurding 
the granting of degrees to those who completed 
the course in public health nursing, was op- 
posed to the plan and stated “that nursing 
and social work had no place on a university 
campus.’ 

In the early 1920s the Rockefeller Founda- 
tion, interested in the recommendations of the 
Goldmark study, set up a million-dollar grant 
for a Midwest university willing to establish 
an autonomous collegiate school of nursing. 
The University of Michigan was approached, 
but because of the negative attitude of the 
dean of the Medical School another university 
received this grant. Had this grant been 
available to the University of Michigan it 
well might have meant a graduate program in 
public health nursing in the reorganized School 
of Nursing. 

When the public health nursing program 
was launched in February 1919 it did not fit 
the accepted academic pattern. The first four 
months’ course and, later, the nine months’ 
course were based on the philosophy that one 
half of the program should be taught in the 
classroom and the other half should be given 
in a field agency under careful guidance. Is 
it any wonder that the university fathers, who 
thought in terms of a bachelor’s degree at the 
completion of four years of study, looked 
askance at this new practical type of educa- 
tion? 


T TOOK several years for the course to find 
its rightful place in the university family. 
In 1921, after it had been in operation jor 
two years under supervision of the University 
Hospital, it was transferred to the newly 
formed Division of Hygiene and Public 
Health. In this atmosphere it was allied with 
the activities of other public health personnel. 


3 Ross, Grace. Interview, December 22, 1949. 
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However, no program is static, and gradually 
as the curriculum became enriched, and as 
nurses proved that with more education they 
could make a better contribution, they began 
asking for a degree program. This presented 
a problem in the Division of Hygiene and 
Public Health because a division did not have 
the power to grant degrees. Mrs. Barbara 
H. Bartlett, the second director of the public 
health nursing program, enlisted the coopera- 
tion of Dean A. S. Whitney of the School of 
Education. The result was that in 1924 the 
university established a four-year curriculum 
in school health and public health nursing 
leading to the degree of bachelor of science 
in education. Under certain circumstances 
a teacher’s certificate was granted with the 
degree. Public health nursing had truly 
“come of age” in the eyes of the university! 

The three different curriculums which were 
offered during the first eleven years were a 
barometer of the growth which was taking 
place in public health nursing education. The 
four months’ program introduced in 1919 was 
discontinued in 1924. The nine months’ 
course introduced in 1922 and the degree pro- 
gram started in 1924 continued to be offered 
during the entire period. Two hundred thir- 
teen nurses were enrolled in the four months’ 
course, fifty-four in the nine months’ course, 
and seventeen public health nurses received 
either a bachelor of science or a bachelor of 
arts degree in education. During the first five 
years students came from twenty-five states, 
the District of Columbia, and Canada. Mich- 
igan was a crossroad for those seeking educa- 
tion in public health nursing. Although 
emphasis was 0: courses of study, offered on 
the campus, the needs of nurses who could 
not attend the university were considered also. 
Between 1923 and 1930 eight extension 
courses were taught in outlying communities, 
with four hundred thirty-seven nurses as 
students. A public health nursing course was 
usually offered in the summer session and 
weekend institutes were planned to keep 
agency personnel in all fields of public health 
work informed of the latest thinking and de- 
velopments. 

The university was fortunate in having the 
cooperation of three agencies in Detroit where 
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field instruction could be secured for public 
health nursing students. Although the length 
of time spent with each agency was adjusted 
to meet the individual student’s needs, the 
customary plan was one-fourth time with the 
Detroit Visiting Nurse Association, one-fourth 
time with the Wayne County Chapter of the 
American Red Cross, and one-half time with 
the Detroit Department of Health. The pro- 
portion of time spent by the student in obser- 
vation and practice varied, depending on the 
length of time spent in the agency. Since it 
was necessary to stagger the number of stu- 
dents who were assigned to the field agencies 
some students had their field work following 
their class work on the campus and for others 
the order was reversed. 

Students in 1952 will find little comfort 
in reviewing the economy of the 1920 era when 
so much could be purchased for so little. The 
total cost of the four months’ course, both on 
the campus and in Detroit, did not exceed 
$250. Rooms were available at $2 a week, $5 
purchased all the textbooks for the course, and 
tuition amounted to the large sum of $26.40 


Postclinic Conference 


(Continued from page 641) 


in the future. Praise for work well done and 
appreciation for community cooperation are 
not out of order, even though the problem is 
a responsibility of the community in the first 
place. 

Criticism and defensiveness on the part of 
the consultants have no place in a postclinic 
conference. Participants are only human. 
There may be community friction, about which 
consultants may or may not be aware, and 
such situations must be played down. It 
should be assumed that all members share 
equally in the conference as well as in the 
responsibility for solving the problem. 
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for Michigan residents. By 1925 all expenses 
for a full academic year amounted to only 
$750. In order to reduce expenses some stu- 
dents obtained parttime employment in pri- 
vate homes or in the nearby hospitals. A 
public health nurse was the first person 
selected to start a new type of dormitory nurs- 
ing in 1928. The value of this service was 
soon denionstrated and it has been continued. 
These students found little time for extracur- 
ricular activities, perhaps because they were 
older than many undergraduate students, be- 
cause they were employed, or because their 
stay on campus was short. 

This historical account closes with the 
opening of a new decade. Many perplexing 
problems had been met, some had been solved, 
others remained to be discussed, and still 
others would arise in the future. An educa- 
tional need had been recognized and steps 
taken toward meeting this need. The Uni- 
versity of Michigan could be proud of the 
progress which took place during the first 
eleven years of its public health nursing pro- 
gram. 


The will to cooperate is evident in all agen- 
cies, both public and private. This skill, how- 


ever, needs development. Success has to be 
bought. at the price of breaking down many 
long established thinking habits. New areas 
of cooperation must be explored, new under- 
standing gained, liberating influences of mu- 
tual aims and mutual understanding must be 
brought to bear on community problems. 

The staff of the State Services for Crippled 
Children in Iowa is convinced that by work- 
ing through the public services, the schools, 
and volunteer organizations hundreds of crip- 
pled and handicapped children will receive 
large measures of needed services to restore 
them to better health and a more satisfying 
life. 


| 
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A Health Department Counts the Cost 


JESS B. SPIELHOLZ, M.D., M.S.P.H., and GRACE K. LUBY, R.N. 


, PRINCIPLE of objective analysis in 
the field of public health has been well estab- 
lished under the leadership of professional 
organizations such as the American Public 
Health Association and the National Organiza- 
tion for Public Health Nursing. Technics of 
critical program and activity review have been 
devised and their use encouraged, The cost 
analysis method, developed and tested by 
Nopun,'” is one such tool, the use of which 
will be explored in this article. 

During 1950 the Bremerton-Kitsap County 
Health Department in the state of Washing- 
ton chose to apply the cost analysis method, 
developed for nursing services, to the program 
and activities of the entire department. The 
staff thought that analysis of one division, al- 
_ though valuable in itself, did not give a true 
' picture of the total health department work- 
ing together as a team to accomplish its ob- 
jectives. 

The health department serves approxi- 
mately 75,000 people in an area of 394 square 
miles bordering on Puget Sound. There is 
an approximately even division between urban 
and rural living. Although there is some fish- 
ing, lumbering, and dairy farming, the eco- 
nomic life of this area centers around the 
Puget Sound Naval Base in Bremerton, the 
largest city in the county. 

The health department, located in a com- 
munity hospital, conducts a diversified pro- 
gram, fairly well representative of public 


Dr. Spielholz is chief, Division of Local Health 
Services, Washington State Department of Health. 
Miss Luby at present is field consultant, United Com- 
munity Defense Services-Department of Public Health 
Nursing, Nin project. She is on leave from her 
position as supervisor of public health nursing, 
Bremerton-Kitsap County Health Department, Wash- 
ington. 


health practice within the state. It is well 
supported by community interest. The Di- 
vision of Nursing conducts a generalized pub- 
lic health nursing program including bedside 
nursing and service in the schools. The area 
has been developed as a field training station 
for public health nurses, sanitarians, health 
educators, and other public health personnel. 
It is an accredited department for health 
officer residencies. 

The local staff decided jointly to undertake 
the study, clarified its objectives, and formu- 
lated the method, with the consultative and 
technical assistance of the State Department 
of Health. Fortunately, the NopHn statis- 
tician was able to spend a day at the organ- 
ization and gave considerable help and guid- 
ance. The State Department of Health made 
its facilities of mechanical tabulation avail- 
able. 

The method detailed in the cost analysis 
manual' was followed without deviation and 
applied to each division of the health depart- 
ment. Appropriate cost centers were devised 
for each division and personnel activity time 
distributed by means of job analysis or time 
sampling studies. Certain administrative per- 
sonnel and service costs, including the health 
officer’s salary, did not lend themselves to di- 
vision or program distribution by either 
method. Therefore, these costs were handled 
as administrative overhead and distributed 
proportionately to other divisions and pro- 
grams. The department is divided into six 
administrative divisions—nursing, sanitation, 
clinic, laboratory, health education, and ad- 
ministration. For costing purposes the student 
program was set up as an additional division. 
Table 1 shows the distribution of the total 
costs of the health department distributed 
among these divisions. 

Table 2 gives a resumé of costs within the 
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TABLE 1 Distribution of Total Cost by Divisions 


Before overhead After overhead 


Division redistribution redistribution 

Total $138,114.11 $137,224.54 
Nursing 55,771.42 63,351.66 
Sanitation 33,217.79 "37,732.63 
Clinic 11,597.35 13,173.62 
Laboratory 5,596.41 6,357.06 
Health education 3,024.82 3,435.95 
Student 12,380.48 14,063.19 
Administrative 16,525.84 

(overhead) 


division of nursing, including cost of . the 
student nurse program. These figures do not 
include the administrative overhead mentioned 
above. Table 3 shows the cost of the division 
of nursing and student nurse program before 
and after administrative overhead has been 
applied. 

An attempt was next made to allocate cost 
to basic programs rather than administrative 
divisions. Considerable staff study finally 
evolved the following basic units of program 
activity: sanitation, maternal .and child 
health, communicable disease control, adult 
health, and student training program. This 
classification is arbitrary and might be sub- 
ject to valid critical analysis. Some might 
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question its logic, but we believe it has the 
virtue of fairly widespread practical accepta- 
bility and lends itself well to interpreting 
health department functions and activities. 

Table 4 shows a redistribution of total 
health depa ‘tment costs to these programs and 
compares the nursing coasts shown on table 
2 with the total program costs for certain of 
the program activities. The official budget of 
the agency for 1950 was $115,929. The actual 
cost of giving this community service during 
that year was $138,114.11. The difference 
represents the monetary value of contributed 
services from other official and voluntary 
agencies and the replacement value of student 
services. These additional costs are not fre- 
quently recognized by the operating agency 
or by the appropriating body to local health 
departments until a cost analysis clearly 
brings them out into the open. 


OME OF THE uses and values of a depart- 

mental cost analysis might be considered 

in light of staff reaction. The public health 

nurses on the staff were asked to comment in- 

formally about their reaction to the time and 

cost study. Following are excerpts from their 
written replies. 


TABLE 2 Distribution of Nursing Costs by Cost Center 


Direct cost centers 
Total 


Student 
School 
Clinic—Adult 
Clinic—Tuberculosis 
Clinic—Syphilis and gonorrhea 
Clinic—Orthopedic 
Clinic—Communicable disease control 
Clinic—Hearing 
All visiting 
Antepartal 
Postpartal 
Newborn 
Infant 
Preschool 
School 
Adult 
Tuberculosis 
Syphilis and gonorrhea 
Noncommunicable disease 
Orthopedic 
Communicable disease 
Conservation of hearing 
Not home 


Total cost Cost per unit 
57,175.46 

3,584.36 $ 5.74 
8,626.47 3.03 
3,179.48 21.20 
1,993.97 21.20 
763.16 15.26 
1,319.08 47.11 
2,582.19 17.22 
518.42 39.88 
32,266.73 3.16 
1,023.23 3.38 
1,088.82 2.90 
935.59 3.47 
1,766.58 2.94 
2,609.46 2.87 
4,832.17 3.16 
549.71 3.16 
4,103.84 3.14 
89.59 2.99 
7,562.58 3.36 
3,167.41 3.57 
2,946.30 3.1 
1,591.41 3.27 
2,341.67 2.41 
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Cost of Nursing Division and Student Nurse Program 


Before overhead 
redistribution 


$57,175.46 


Administrative 
overhead 


$11,975.52 


$69,150.98 


Nursing services 
Student nurse prograni 


63,351.66 
5,799.32 


53,591.11 9,760.55 


TABLE 4 


3,584.35 2,214.97 


Total Costs of Health Department by Programs: 


Programs 


Grand Total 


Sanitation 
Maternal and child health 
Total 
Antepartal 
Postpartal 
Newborn 
Infant 
Preschool 
School 
Crippled children 
Conservation of hearing 
Communicable disease control 
Total 
Acute communicable disease control 
Tuberculosis 
Venereal disease 
Adult health program 
Student program 
Total 
Nursing 
Sanitation and other 


~ (a) Not applicable. 


“T was surprised at how much a home visit 
costs.” So were we. But it led into the next 
question in the minds of many on the staff: 
“Does the quality of the content of the visit 
justify the rather large expenditure of com- 
munity funds?” A procedure which stimu- 
lates critical self analysis of professional ac- 
tivities is its own justification. 

“A time study is good business.” This 
proved true since the agency was able to 
readjust its fee schedule upward in light of 
the results of the study. Other agencies pur- 
chasing nursing service accepted this adjust- 
ment readily. A member of another appro- 
priating body remarked upon seeing the re- 
sults of this study that cost analysis of health 
departments would contribute much to the 
confidence that the community and its elected 
officials would have in the methods as well 


Program Nursing component 


$138,114.11 
41,310.45 (a) 


40,361.07 
1,325.67 
1,422.10 
1,210.70 
2,305.22 
3,409.39 

19,767.72 
7,619.60 
3,300.67 


$27,479.64 
1,023.23 
1,088.82 
935.59 
1,766.58 
2,609.46 
13,459.64 
4,486.49 
2,109.83 


26,638.36 
9,769.39 
14,067.70 
2,801.27 
15,741.04 


12,479.05 
5,528.49 
6,097.81 

852.75 

10,742.06 


14,063.19 3,584.36 
5,799.32 3,584.36 
8,263.87 (a) 


as the objectives of health departments. 

“It helped me to analyze my own work.” 
This idea was expressed a number of times 
in different ways: “It gave me an idea of 
how much time I wasted.” “It made us 
conscious of our travel time and the need to 
plan carefully.” “It helps to get personal 
satisfaction when you can look back and see 
how time has been spent.” 

Although there was good general accept- 
ance of the idea of doing a cost analysis and 
of the task of keeping time sheets for the 
samplings some nurses complained that “i 
was hard to get used to.” “Keeping it pre- 
cisely gets to be very irksome.” A general 
feeling was expressed in the comment, “It’s a 
good idea if used to advantage; if used just to 
collect the material without any action, it is 
a waste of time.” “It was tedious and I 
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would have been irked if I hadn’t known why 
it was being done,” was another nurse’s com- 
ment. 

Such data are valuable when used in con- 
structive analysis of staff activities. However, 
maximum results are achieved when the in- 
formation is used in study of community 
needs to arrive at health department objec- 
tives. Such stugy should lead to careful 
planning of the best methods for utilizing 
community resources, including staff time and 


Vol. 44, No. 11 


ability to attain these objectives. Time and 
cost studies have an important place in total 
program analysis. 
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The Values of Public Health Nurses 


BENJAMIN ATTMORE HEWITT 


‘he RESEARCH described here is a nar- 
row phase of a study of the vocational sig- 
nificance of values. In this aspect of the 
study the writer attempted to determine 
whether the measured values of individuals 
within a vocational group differ significantly 
(1) from those of individuals within other 
vocational groups and (2) from those of indi- 
viduals whose values are representative of 
those of the general population. 

To answer these questions the writer ex- 
amined the values of three vocational groups: 
187 female public health nurses, 198 male 
patent lawyers, and several groups of male 
life insurance underwriters. This paper de- 
scribes in detail only that portion of the re- 
search which pertains to public health nurses. 

The problem of adequately describing the 
values of individuals and groups would be 
complex without the help of a standardized 
instrument such as a test or a questionnaire 
that yields scores which permit quantification 
and comparison of the results. For this rea- 
son the writer selected the Allport-Vernon- 
Lindzey Study of Values,’ a questionnaire 

1. Allport, G. W., Vernon, P. E., and Lindzey, G. 
Study of Values. Revised edition. Boston, Houghton 
Mifflin Company, 1951. 


which is so constructed that the respondent 
must choose his answer from alternatives that 
are printed below each question.” So designed, 
the Study of Values measures “the relative 
prominence of six basic interests or motives in 
personality: the theoretical, economic, es- 
thetic, social, political, and religious.” This 
classification is based on the philosophy of 
Eduard Spranger, who maintained that the 
personalities of men are best known through 
a study of their evaluative attitudes.* 

In brief, Spranger’s types may be defined 


2. The questionnaire is divided into two parts; 
part I contains 30 questions of two alternatives, such 
as “Which of the following branches of study do 
you expect ultimately will prove more important for 
mankind (a) mathematics (b) theology?” Part II 
contains 15 questions of four alternatives, such as 
“Would you prefer a husband who (a) is successful 
in his profession, commanding admiration from 
others (b) likes to help people (c) is fundamentally 
spiritual in his attitudes toward life (d) is gifted 
along artistic lines?” 

8. Study of Values, Manual. Revised edi- 
tion. Boston, Houghton Mifflin Company, 1951. 
p. 3. 

4. Spranger, E. Types of Men. Translated from 
the 5th German edition of Lebensformen by Pigors, 
P. J. W. Halle, Max Niemeyer Verlag, 1928. 
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in the following paragraph, a paraphrase of 
the extended definition in the Manual:° 

The theoretical man’s dominant interest is 
in the discovery of truth. His primary aim 
is to order and systematize his knowledge. 
The economic man is primarily interested in 
the useful and the practical, particularly as 


they pertain to the business world. The 
esthetic man values form and harmony most. 
To him the artistic episodes of life are most 
important. The social man loves people. 
Valuing other people as ends, he is kind, 
sympathetic, and unselfish. The political man 
values personal power most, not necessarily 
in the field of politics, but in whatever voca- 
tion he is engaged. Finally, the religious man 
seeks unity. A mystic, he tries to relate him- 
self to the cosmos and to understand its 
pattern. 

Consisting of a number of questions relating 
to familiar situations, the Study of Values 
is a forced-choice test, requiring the testee to 
indicate his preferences in a variety of evalua- 
tive situations. Therefore it yields a profile 
, of relative evaluative strengths and weak- 
nesses. Consistent with Spranger’s philoso- 
phy, the test, then, does not reveal individuals 
who are one pure value-type, but rather per- 
sons whose values are of relative importance 
to each other. 

In securing the help of public health nurses 
the writer was assisted by Dr. William R. 
Willard, dean of the College of Medicine, State 
University of New York at Syracuse, who re- 
quested the National Organization for Public 
Health Nursing to ask some of its member 
agencies to arrange for groups of nurses to 
answer the questionnaire. Twelve agencies, 
located in California, Massachusetts, Texas, 
Ohio, New York, Wisconsin, Pennsylvania, 
Maryland, Indiana, and Virginia, agreed to 
participate in the study. The author sent a 
package of material to the head of each 
agency. This contained copies of the 1951 
edition of the Study of Values, self-addressed 
stamped envelopes, and mimeographed di- 
rection sheets. The directors were asked to 
distribute one set of the material to each 


5. Allport, G. W., Vernon, P. E., and Lindzey, G. 
Study of Values, Manual. op. cit., p. 12-14. 
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nurse. Since the nurses were not asked to sign 
their names and since each one was able to 
return her test in an individual envelope it was 
assumed that each nurse’s replies were un- 
biased by possible thought that the results 
could be used against her. 

Scorable questionnaires were returned by 
187 graduate nurses. Their mean age was 34, 
with half of the group’s ages ranging from 27 
to 41. The youngest was 21, the oldest 65. 
Twenty-six percent had one or more college 
degrees. The average number of years in 
public health nursing for the entire group was 
9, with half of the group’s service ranging from 
5 to 13 years. 

After deriving scores for each of the six 
values measured, the writer computed mean 
raw scores for the total group of 187 nurses. 
These means and those for 965 women® who 
were selected by the authors of the scale as 
representative of women in general are as 
follows:* 


187 Public 965 Female 
Value Health Nurses College Students 
Theoretical 38.61 36.36 
Economic 38.60 38.78 
Aesthetic 38.86 42.22 
Social 41.75 41.26 
Political 35.31 38.13 
Religious 46.73 43.24 


Through statistical methods* it was found 
that the chances are 99 to 1 that the average 
public health nurse is more theoretical and 
religious and less economic and political than 
the average woman. In her economic and 
social values the average nurse does not differ 
significantly from the average woman. 

Expressed in another way, these findings 
indicate that the average public health nurse 
values the discovery of .truth (theoretical) 
more than the average woman. One might 
say that her attitude is somewhat more cogni- 


6. Ibid., p. 9. 

7. Standard deviations for nurses are as follows: 
T, 6.18; E, 6.48; A, 6.72; S, 5.97; P, 6.39; R, 8.52. 
Standard deviations for college women are T, 7.45; 
E, 7.49; A, 8.66; S, 6.96, P, 6.08, R, 10.52. 

8. See Garrett, H. E. Statistics in Psychology and 
Education. 3rd revised edition. New York, Long- 
mans Green and Company, 1951. p. 198-199. 


i 
| 
j 


650 


tive. Her value of the useful (economic) is 
similar to that of women in general; she seems 
to value the grace or symmetry of her experi- 
ences (esthetic) less highly than the average 
woman; she loves people (social) approxi- 
mately the same as women in general, who do 
not place as high value on the spiritual (re- 
ligious) as the average public health nurse. 

Statistically, the average nurse’s religious 
value is higher than any of her other values. 
It is followed by the social value, which is 
significantly higher than each of her other 
four values. No statistically significant dif- 
ferences exist between her economic, theo- 
retical, and esthetic values, each of which is, 
however, significantly higher than her political 
value. In other words, the average nurse 
places greatest value on the spiritual, and, 
secondly, on loving people. She places least 
value on securing personal power. Between 
these extremes are her fondness for the practi- 
cal, her interest in the discovery of pure truth, 
and her preference for esthetic experiences; 
the differences between the three last-men- 
tioned values are negligible. 

In addition, the findings of this research 
reveal in accordance with expectations that 
the measured values of nurses differ signifi- 
cantly from those of life insurance underwrit- 
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ers and of patent lawyers; furthermore, the 
measured values of underwriters and patent 
lawyers differ significantly from each other.® 

Hence, one seems justified to conclude that: 

1. The values of public health nurses and 
other vocational groups tend to differ sig- 
nificantly from one another. 

2. The values of various vocational groups 
tend to differ significantly from those of the 
general population. 

3. The values of individuals play import- 
ant roles when one is selecting a vocation. 
Therefore, counselors can use measured values 
to help individuals choose appropriate voca- 
tions, and employers can select employees 
partly on the basis of value scores. 


9. These findings will be described in detail in a 
forthcoming article in a journal of the American 
Psychological Association. 

From a dissertation entitled The Permanence and 
Vocational Significance of Adult Patterns of Values, 
presented to the faculty of the Graduate School of 
Yale University in June 1952, in completion of the 
requirements for the degree of doctor of philosophy. 
This research was carried on under the direction of 
Dr. C. Winfield Scott. 

Dr. Hewitt is at present research associate, Foreign 
Area Studies, Yale University. 
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COMMUNITY SERVICES FOR OLDER PEOPLE, 
THE CHICAGO PLAN 


Prepared by the Community Project for the Aged of the 
Welfare Council of Metropolit an Chicago. New York, 
Wilcox and Follett Company. 1952. 240 p. $3. 


The Chicago plan is the result of four years 
of work by the Project for the Aged of the 
Welfare Council of Metropolitan Chicago. 
The studies of the needs of older people and 
plans for services to assist in meeting the needs 
are presented. One central principle runs 
through the Chicago plan—a recommendation 
to integrate services for older persons within 
‘ the existing structure of health and welfare 
agencies. 

The study gives three bodies of information 
helpful in stimulating the development of ade- 
quate services for older people: 

1. Ways and means to make the public 
aware of the problems growing out of the in- 
creased lifespan. 

2. An appraisal of the present services, 
showing needs for new or expanded services, 
which would emphasize the inadequacies in 
services to older people. 

3. Material directed to the general public 
concerning the nature of personal adjustment 
and of family relationships in the aging process 
which will help in the acceptance of a changed 
concept of aging and maturity. This changed 
concept presents maturity “as a continuing 
and developing process.” 

There are chapters on employment and re- 
tirement, housing, and home services, health, 
recreation and education, casework and coun- 
seling, including studies and surveys of the 
services available and those needed. 


A study of the problems of 552 older people 
from the major family agencies shows what 
was happening to them. Money problems 
were the primary precipitating factor which 
brought them to an agency. Housing and 
health problems came next in frequency. 
About 70 percent of the financial problems 
were met adequately, although only about 50 
percent of the health problems were met with 
reasonable adequacy. Housing needs were 
met even less frequently; only 30 percent of 
those requiring new living arrangements had 
this need adequately met. The problems of 
the older people were interrelated and inter- 
acting. Thus an overall coordinated approach 
to the problems is recommended for most 
effective results. 

The chapter on health tells of the general 
treatment programs, the mental illness and 
tuberculosis care facilities, the inadequacies 
among hospital clinics and home services as 
well as in nursing homes and _ institutional 
homes for the aged. A description of some of 
the work carried on by the Central Service for 
the Chronically Ill since 1943 and the Chicago 
Cook County Health Survey is included in 
this chapter. The chapter points to the need 
not only for continued research but also for 
effective application of what is already known; 
for a concerted educational program among 
professional workers with a positive and hope- 
ful approach to the health problems of older 
people; and for sufficient provision in the 
community for the cost of adequate health 
care. 

The great scarcity of ways of meeting the 
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needs of the older members of the community 
is no new discovery. Given this wealth of 
information the community has a basis for 
well thought out constructive changes. The 
Chicago plan should prove helpful to other 
localities in community pianning for the aged, 
as well as to administrators of programs and 
to workers helping the older people. 


—Frances Preston, Director, Home Economics De- 
partment, Family Service Association of Cleveland. 


INTERPERSONAL RELATIONS IN NURSING 


Hildegard E. Peplau, R.N 


. New York, G. P. Putnam’s 
Sons. 1952. 330 p. $5. 


Most of us have found it necessary, at one 
time or another, to examine ourselves in rela- 
tion to others, either individually or in groups. 
In nursing, which necessitates close personal 
contact, there is an inevitable obligation to 
explore interpersonal relations in order to pro- 
vide an effective and productive experience 
for both nurse and patient. 

Miss Peplau has clarified with conscientious 
effort the underlying dynamics inherent in 
nursing situations and has given us “a con- 
ceptual frame of reference” applicable to all 
phases and areas of the nursing profession. 
The book is divided into four major parts, 
each leading carefully into the other. The 
author’s initial approach is through a defini- 
tion of nursing which presents the patient as 
a person needing and the nurse as a person 
responding to the need. As a matter of fact, 
this is the underlying theme of the book, al- 
though the process of accomplishing a thera- 
peutic response by means of assuming roles, 
deciding on goals, learning to study and de- 
velop skills in the achievement of goals, and 
the presentation of “methods for studying 
nursing as an interpersonal process” become 
the working level upon which the theme is 
based. 

The clinical situation described and the 
many diagrams serve to clarify what may seem 
a somewhat intellectual style. The book is 
not always easy reading because the content 
is new in approach. This may, unfortunately, 
lessen the possibility of its becoming a text 
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which can be utilized to advantage with basic 
students. However, it will be valuable to all 
graduates whether they be clinical practition- 
ers, students, or educators. 

Chapter 10, Identifying Oneself, is perhaps 
the most valuable and makes it clear that it is 
important for a nurse to have acceptance of 
self before she can function in a way which 
will enable her to accept patients. Since this 
is a difficult process it is well to review care- 
fully the methods which the author gives us 
for studying ourselves. 

The selected bibliography is arranged by 
topics and lacks only in that it contains no 
nursing references. 

The book has long been needed for the 
nursing profession and probably will become a 
significant landmark in nursing literature. 


—Atice M. Rosinson, R.N., Director of Nursing 
Service and Nursing Education, Boston State Hos- 
pital, Dorchester Center Station. 


WHEN DOCTORS ARE PATIENTS 
Max Pinner, M.D., and Benjamin F. Miller, M.D., editors. 

New York, W. W. Norton and Company, Inc. 1952. 

364 p. $3.95. 

Dr. Pinner, an eminent specialist in pul- 
monary diseases, conceived this book for 
physicians and those in allied professions in 
the hope that it might be instrumental in 
emphasizing the importance of subjective ex- 
perience in disease and in developing a broader 
field of therapeutic activity. After his death 
the work was completed by a former patient, 
Dr. Miller. It consists of essays by a number 
of physicians who represent many branches of 
medicine. The illnesses they experienced and 
write about include heart disease, cancer, polio- 
myelitis, tuberculosis, epilepsy, drug addiction, 
alcoholism, neurosis, deafness, blindness, arth- 
ritis, et cetera. 

It has long been realized that a physician 
or nurse who has had experience with illness 
may frequently be able to offer his patients 
greater understanding, treating not only the 
disease but the man. Dr. Pinner further 
emphasized this by pointing out that “psycho- 
genic symptoms are frequent and may be of 
greater torment to the patient than his obvious 
somatic symptoms.” One contributor phrased 
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this differently, “A purely objective approach 
to a patient's illness needs to be complemented 
by a fuller knowledge of his subjective experi- 
ence.” Another believed that “the under- 
standing, analysis, and treatment of symp- 
toms, per se, tend to be neglected in modern 
scientific medicine.” Still another's experi- 
ence in illness gave him “great sympathy for 
the patient whose symptoms remain unex- 
plained after various diagnostic tests.” 

The authors reaffirm the concept that dis- 
ease affects each person differently, increasing 
his sensitivity and causing him to construe 
things differently from what he would if he 
were well. In support of this tenet another 
author lists remarks made to him during nis 
illness which tended to increase rather than 
allay his concern. 

At times the book seems overly weighted 
with psychoanalytical interpretation. Regard- 
less of the value to be found in a psychoso- 
matic approach to illness this reviewer heartily 
agrees with the contributor who wonders “if 
we are being overenthusiastic with this newly 
emphasized concept in medicine.”’ 

The index is complete and should prove 
helpful when the book is used as source ma- 
terial. Several references are made to nurses, 
and the comments of one patient about what 
he wants in a nurse are interesting. 

This one book alone may not accomplish 
the broadening of therapeutic activity that 
the editors envisioned but it should prove 
thought-provoking for those caring for pa- 
tients. 


—Lovtse Denison, R.N., Supervisor of School Nurs- 
ing, Montgomery County Health Department, 
Maryland. 


EMPLOYEE HEALTH SERVICE IN SMALL PLANTS 


Metropolitan Life Insurance Company. Industrial Health 
Series Number 6. New York, MLI. 1952. is 
Free to Metropolitan group-insured companies and 
limited supply available on request to executives, 
physicians, or nurses of other firms. 


The primary object of this booklet is to 
be a “guide to the employer who recognizes 
the value of an employee health service and 
wants to consider the essentials of such a 
program.” The outlined objectives are sound; 
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the more detailed standards are of proven 
quality. The material is presented in a com- 
pact, uncomplicated style; it can be easily 
read and assimilated. 

Service agencies throughout the country 
will find the booklet helpful ii they want a 
brief digest of what a health program in in- 
dustry entails. (Part-tirae Nursing in In- 
custry, published by NopHn, is more compre- 
hensive.) There is a reference list for wider 
reading. 

A health agency discussing the initiation of 
an inplant medical program with management 
will find the Mu booklet of value as a means 
of introducing desirable policies and pro- 
cedures. 

There are a few modifications that might 
be considered if the pamphlet is used by visit- 
ing nurse associations. In discussing the quali- 
fications of the nurse for a small plant it is 
said that her selection is important because 
she usually works without supervision. Al- 
though mention is made in a previous para- 
graph of hourly service available through 
local visiting nurse associations, the fact that 
supervision of the nurse by such organizations 
is an advantage is not stated. This should be 
emphasized, as the teaching and supervision 
given have always been appreciated by man- 
agement. It is recommended that the em- 
ployee clear through the medical department 
when he returns from an illness absence of 
more than three days. In a small factory it 
may take a year or more to establish this as 
a routine measure. The nurse may only 
arouse antagonism among busy foremen if in 
the beginning she insists that the employees 
come to her. It doesn’t take long for her to 
go through a small plant, spot absentees, and 
ascertain the causes. She can channel the 
essential cases to the doctor. Eventually the 
advantage of routine reporting becomes self 
evident and it becomes an accepted pattern. 

Space is another point about which a serv- 
ice may be forced to compromise in the begin- 
ning. A minimum of three rooms is recom- 
mended for really efficient work. However, in 
a small plant perhaps only one person with 
vision is “sold” on a medical unit and every- 
one else believes the allotted space is more 
valuable in its present function. If there is 
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assurance by the person sponsoring the medi- 
cal unit that the doctor and nurse will be per- 
mitted to carry on a progressive health pro- 
gram it is better to compromise and accept the 
one room rather than lose the opportunity al- 
together. As the doctor and nurse gain the 
confidence of the employees and the health 
service expands more space will be found and 
willingly provided. 

Visiting nurse associations have been criti- 
cized for their occasional acceptance of less 
adequate facilities than are considered essen- 
tial. This is an unrealistic attitude. If they 
have a place in industry it is in the small 
plants where the employee census is 275 or 
less. 

The subject of records is well presented. If 
a visiting nurse association wishes to adopt a 
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HANDBOOK FOR PHYSICIANS AND Nurses, DISASTER 
PREPARATION AND Retier, Arc 1640E. Washington, 
D.C., the American National Red Cross. 1952. 
77 p. Price not listed. Replaces a previous Arc 
publication, HanpBooK FoR Nurses, and is in- 
tended for use by physicians as well as nurses who 
participate in disaster activities—natural disasters 
as well as those caused by enemy action. Designed 
to be used as a resource text and to serve as a 
reference on medical and nursing functions in 
disasters. 


GENERAL 


KWASHIORKOR IN Arrica. J. F. Brock and M. Autret. 
World Health Organization. New York, Columbia 
University Press, International Documents Service. 
1952. 78p. $1. 

RECREATION LEADERSHIP. Walter L. Stone and 
Charles G. Stone. New York, William-Frederick 
Press. 1952. 81 p. $2. 

PrincipLes OF HospitaL ApMINISTRATION. John R. 
McGibony. New York, G. P. Putnam’s Sons. 
1952. 540 p. $6.80. 

ROLE PLAYING, THE ProBLEM Story. George Shaftel 
and Fannie R. Shaftel. New York, National Con- 
ference of Christians and Jews, or local NCCJ 
Office. 1952. 78 p. 25c. 

PROCEEDINGS, 57TH ANNUAL CONVENTION, AMERICAN 
AssocIATION FOR HEALTH, PuysicaL EpUCATION, 
AND REcREATION. Washington, American Associa- 


series for use in several plants it is well to take 
the advice that a trial period be given the 
forms before a large supply is printed. 

The last paragraph in this booklet is de- 
voted to the value of an industrial health pro- 
gram. It is a well expressed, generalized digest 
of all we hope to accomplish when we begin 
a medical department. 

A wider demand for health services should 
be created among the small industries. Per- 
haps if an experiment in cost accounting could 
be carried out tangible evidence of the worth 
of such services could be obtained and be 
more convincing than are broad generalized 
statements. 

This booklet succeeds in its primary object 
and should prove to be a highly useful guide. 


—Mary M. Mauer, R.N., New York. 


tion for Health, Physical Education, and Recrea- 
tion. 1952. 127 p. $2. Contains section pro- 
grams of the four divisions, condensations of gen- 
eral session speeches, and highlights of business 
meetings and meetings of affiliated organizations. 
How to Live with Heart Trovstre. Alton L. 
Blakeslee. New York, Public Affairs Committee. 
30 p. 25c. Booklet based on latest research, indi- 
cating that even in severe heart conditions almost 
75 percent of those attacked make good or com- 
plete recoveries. Oversolicitousness may not 
merely delay recovery but make recovery to normal 
or near normal life impossible. Contains sug- 
gestions for handling various specific situations. 


VENEREAL DISEASE 
Publications of the American Social Hygiene Asso- 
ciation, New York. 1952. 10c each; discount on 
quantity lots. 
Tue VD Patrent, AN INDIVIDUAL TO THE HospITaL 
NURSE. 
Orr-Lim its, AND THE Heat’s On! 
STEADY PRESSURE ON THE PROSTITUTION RACKET. 
Colonel Forrest Braden. 
Tue Ramparts We Watcn. Governor Henry F. 
Schricker. 
Activities TO CONTINUE THE DECLINE 
or VENEREAL Disease. Dr. Theodore J. Bauer. 
Goop Toots. Injunctions and Abatements versus 
Houses of Prostitution. Bascom Johnson. 
Sex ATTITUDES AND VENEREOLOGY IN NEw York 
City One Hunprep Years Aco. Joseph Hirsch. 


NEWS AND VIEWS 


FROM HEADQUARTERS 
Nin STAFF 

Anna Fillmore; general director of the NLN, 
has announced the following appointments to 
the Nin headquarters staff in addition to 
those previously announced: (See Pustic 
HEALTH NursING, September 1952, p. 522) 
Marian Alford, R.N., recently director of 
nursing, Peralta Hospital, Oakland, California, 
is director of the Department of Hospital 
Nursing, one of the four departments in the 
organization. Miss Alford is a graduate of 
the University of California and its School 
of Nursing and holds an M.A. degree from 
Teachers College, Columbia University. She 
has been active on state and national com- 
mittees concerned with nursing and health, 
including the Commission for the Improve- 
ment of the Care of the Patient and the Cali- 
fornia SNa Citizens Advisory Committee for 
the Study of Nursing Functions, of which 
she was chairman. 

Margaret Bridgman, formerly dean of Skid- 
more College and active in the development of 
the Skidmore Department of Nursing, is con- 
sultant in general education on the staff of 
the Nin Department of Baccalaureate and 
Higher Degree Programs. 

M. Olwen Davies, who was associate di- 
rector, NOPHN, is now consultant in public 
health nursing education in the Department 
of Baccalaureate and Higher Degree Pro- 
grams. 

Dorothy Rusby, who was an assistant di- 
rector in the NopHn, is now an assistant di- 
rector in the Department of Public Health 
Nursing. 

Mrs. Eva M. Reese and Grace K. Luby 
continue on the United Community Defense 
Services project. Mrs. Reese is director of 
the project and Miss Luby is field consultant. 
They are assisting communities whose health 
problems have been multiplied by the in- 


creased output of defense industries or by 
nearby military installations. Formerly an 
NopHN project, this has been transferred to 
the Nin Department of Public Health Nurs- 
ing. 

Mrs. Mary Elizabeth Bauhan, who was 
NopHn assistant director and _ statistician, 
holds a similar position in the Department of 
Public Health Nursing. 

Formerly a member of the NLNE staff, 
Mary Shields is now assistant director, De- 
partment of Diploma and Associate Degree 
Programs. Margaret Giffin is also an assistant 
director in this department. She was formerly 
on the staff of the Ncrns, which is now 
a part of NIN. 

Additional appointments to the NLw staff 
will be announced next month. 


NUTRITION AIDS 

General Mills, Inc., has just completed a 
new 16mm, color motion picture Food As 
Children See It. This film pictures a talk by 
a nationally known child feeding specialist to 
mothers of young children. It features an 
ideal meal for preschool children, common 
child feeding problems and suggested solu- 
tions, menu planning, using the basic seven 
food groups. The film was produced under 
the technical supervision of Dr. Miriam E. 
Lowenberg, head of the Department of Foods 
and Nutrition, Pennsylvania State College. 
It is suitable for PTa meetings, homemaking 
classes, Red Cross classes, church groups, and 
so on. 

For information about availability write to 
Department of Public Services, General Mills, 
400 Second Avenue South, Minneapolis 1, 
Minnesota. Film may be borrowed free ex- 
cept for postage charge. 

7 7 7 

A new set of food value charts, useful for 

teaching nutrition, is naw available from the 
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Nutrition Association of Greater Cleveland. 
The set includes twenty cards, 31%” by 614”. 
Single sets are fifty cents each; quantities of 
fifteen or more sets, forty cents a set. Write 
to Nutrition Association, 1001 Huron Road, 
Cleveland 15, Ohio. 


TRENDS IN SCHOOL NURSING SERVICES 

Copies of five of the papers on Trends in 
School Nursing Services, given at the meeting 
of the NopHn School Nursing Section at the 
biennial convention, are now available from 
the National League for Nursing. The papers 
are by John L. Miller, an urban school ad- 
ministrator; William H. Mason, Jr., a county 
school administrator; Mrs. Paul E. Rauschen- 
bach, a parent; Frances M. Fritchey, a 
teacher; and Florine N. Thomason, R.N., of 
Richmond, Virginia, 

Send requests to NLN, 2 Park Avenue, New 
York 16, New York. Price 25 cents. 


SAFETY—AHEAD 

Your 10,000-Mile Living-Room, the first 
of a series of leaflets directed toward the idea 
of family safety—everywhere, has just been 
published by the National Safety Council 
(Nsc). The elongated living-room is the 
family car—virtually a living-room on wheels. 
The pamphlet illustrates some of the common 
dangers of living at home and on the road. 
Price $3 for 100 copies. Write to Nsc, 425 
North Michigan Avenue, Chicago 11, Illinois. 

Have you seen the attractive new MUI 
publication, Formula for Child Safety? This 
should be extremely helpful in home and class- 
room instruction on the accident prevention 
program. The Metropolitan Life Insurance 
Company, One Madison Avenue, New York 
10, New York, will fill requests for reasonable 
amounts of the booklet. 


CONVENTION TELE-CLINIC 
To supplement the many written reports 
of the history-making 1952 biennial nursing 
convention we now have the Wyeth Tele- 
Clinic. The Tele-Clinic telescopes the meet- 
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ings and happenings of Convention Week into 
a thirty-minute movie. Many of the nurses 
you know or hear about are pictured in action, 
and the camera has recorded for the future the 
moments of decision which led to the revision 
of the Ana and the creation of the NLN. 

Wyeth Incorporated has generously ar- 
ranged for the film to be loaned to any nurses’ 
organization. Write to Wyeth, 1401 Walnut 
Street, Philadelphia, or to the nearest division- 
al sales office. 


@ The New York State Employment Service an- 
nounces that the name of the Nurse Counseling and 
Placement Office has been changed to Nurse and 
Medical Placement Center and that the office has 
moved to larger quarters at 136 East 57 Street, New 
York 22. Public health nurses are cordially invited 
to visit the new office, and are reminded that the 
Employment Service stands ready at all times to 
assist any nurse who is seeking information about 
employment opportunities. 


FIELD SCHEDULE—OCTOBER 
Department of Public Health Nursing 


American Public Health Association 
80th Annual Meeting, Cleveland, Ohio 
Ruth Fisher, Dorothy Rusby, Helen Hartigan 


Other Field Trips 


Florence C. Austin 
Helen V. Connors 
Sheila Dwyer 


Newtonville, Mass. 
Boston, Mass. 
Birmingham, Ala. 
Pittsburgh, Pa. 
Louisville, Ky. 

Flint, Mich. 
Pontiac, Mich. 
Jackson, Mich. 
Saginaw, Mich. 
Midland, Mich. 
Bristol, Pa. 
Paducah, Ky. 
Ogden, Utah 

Salt Lake City, Utah 
Toole, Utah 
Monmouth County, N. J. 
Richmond, Va. 
Westfield, N. J. 
Omaha, Neb. 


Helen Hartigan 
Margaret Leddy 


Eva M. Reese 


Dorothy Rusby 
Jean South 
Marie Swanson 
Judith E. Wallin 


September field trips not previously reported: 
Sheila Dwyer and Louise M. Suchomel, Chicago, IIl.; 
Frances Goodman, Philadelphia, Pa.; Eva M. Reese, 
Atlanta, Ga.; Margaret Leddy, Woodbury, N. J. 
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care of the infant’s skin 


cod liver oil therapy 


Decisive studies!2 
substantiate over 25 
= years of daily clinical 
use regarding the ability of Desitin 
Ointment to...... protect, soothe, 
dry and accelerate healing in... 


e diaper rash exanthema 
e non-specific dermatoses 
e intertrigo prickly heat 


e chafing irritation 
(due to urine, excrement, chemicals or friction) 


Desitin Ointment is a non-irritant blend of high 
grade, crude Norwegian cod liver oi! (with its 
unsaturated fatty acids and high potency vita- 
mins A and D in proper ratio for maximum effi- 
cacy), zinc oxide, talcum, petrolatum, and lanolin. 
Does not liquefy at body temperature and is not 
decomposed or washed away by secretions, exu- 
date, urine or excrements. Dressings easily 
applied and painlessly removed. 


Tubes of 1 oz., 2 0z., 4 0z., and 1 Ib. jars 
write for samples and literature 


DESITIN cuemicat company 


70 Ship Street © Providence 2, R. |. 


1. Heimer, C. B., bs H, G. and Kramer, B.: Archives of 
Pediat. 68:382, 1951. 

2. Behrman, H. T., Combes, F, C., Bobroff, A. and Leviticus, 
R.: Ind. Med, & Surg. 18:512, 1949, 
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ABOUT PEOPLE YOU KNOW 

Mary K. Dawson, chief of the nursing service at 
the Bedford Veterans Administration Hospital, re- 
ceived the VA’s highest award, the Exceptional Serv- 
ice Medal, upon her retirement after thirty-two years 
in government service. She is the first woman to be 
so honored. Miss Dawson is a veteran of World 
War I and has been associated in her long career 
mainly with the care of the mentally ill. . . . The 
Uspus reports that Mary D. Forbes, who since 1948 
has been with the Division of International Health, 
is now regional public health nursing consultant to 
region 8, with headquarters in Dallas. Miss Forbes 
was awarded a medal by the Greek government for 
distinguished service in the field of nursing following 
her assignment to the American Mission for Aid to 
Greece. Earlier in her association with the Uspus 
she was public health nursing consultant in the New 
Orleans, San Francisco, and New York offices. Miss 
Forbes succeeds Frances Buck, who has left the 
Uspus for a consultant post with the New Mexico 
Department of Public Health. Before joining the 


Uspus staff in 1949 Miss Buck was public health 
nursing consultant with the State Health Depart- 
ments of Florida and Maryland. 


Martha R. Smith, dean of the School of Nursing, 
Boston University, has been granted a year’s sab- 
batical leave of absence for a round-the-world trip. 
During Miss Smith’s absence Marie Farrell, professor 
of nursing at the school, will be acting dean... . 
Elizabeth H. Ross, psychiatric social worker, has been 
named to the newly created position of deputy chief 
of the Children’s Bureau. Mrs. Ross will serve di- 
rectly under Dr. Martha M> Eliot, chief of the 
bureau. She has had broad experience in the fields 
of child health and welfare, with special emphasis on 
the social and emotional aspects of growth and de- 
velopment. . . . Another new Children’s Bureau ap- 
pointment is that of Helen Witmer as director of the 
Division of Research. She was previously director 
of factfinding for the Midcentury White House Con- 
ference on Children and Youth and will be responsi- 
ble for the bureau’s investigations in child health and 
welfare. . . . The National Health Council announces 
the appointment of Josephine Nelson as director of 
public information. She was director of public in- 
formation for the National Nursing Council and dur- 
ing 1947-1950 was public information secretary of 
the Committee on Structure of the National Nursing 
Organizations. 


NATIONAL LEAGUE FOR NURSING, 2 PARK AVENUE, NEW YORK 16, N. Y. 
APPLICATION FOR INDIVIDUAL MEMBERSHIP—1953 


Name in full 


Address 


National dues for one calender. year, 
(Please enclose check or money order) 
Sustaining _$10 t to $99 
Contributing membership $100 or over 


Until " state leagues for nursing are organized members pay dues directly to NLN. 


Please check 
Nurse 
Nonnurse 


IMPORTANT—Please check the one department in which you want membership 


Division of Nursing Services 
[] Department of Hospital Nursing 


(0 Department of Dipi 


Division of Nursing Education 
and A iate Degree Programs 


[) Department of Public Health Nursing [] Department of Baccalaureate and Higher Degree Programs 


A department of Industrial Nursing is under study. 


Meanwhile industrial nurses 


are invited to join any other department for 1953 in which they are interested. 


Applicants for nurse membership please fill in 


Name and address of school of nursing from which graduated 


State in whieh you are registered 


__Regietration 


Present position 


Field of nursing — 


(General Duty, Supervisor, etc.) 


(Psychiatric, Child “Care, “Public Health, etc.) 


Applicants for Nonnurse Membership please fill in 
List your affiliation with nursing service or education 


(give name of agency or hospital) 


If no affiliation please state your interest in nursing 


In responding to an advertisement say you saw it in Public Health Nursing 


NLN’s program will cost much more than the income 
it will get from regular membership dues. So it 
must look to those able to take sustaining and con- 
tributing memberships to provide the extra support 
needed. Be a sustaining or contributing member if 
you can! 
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GOOD-LITE CO. 
7638 MADISON STREET 
FOREST PARK, ILLINOIS 


VISUAL ACUITY TEST 


Visual acuity, the most important part of the screening program, 
can be done with greatest confidence with this chart, because 
the testing letters are accurate in size and shape, embedded 
between two sheets of hard plastic that can be washed repeatedly 
and is illuminated by a daylight fluorescent bulb and screened so 
as to produce an even distribution of 20-25 foot candles over 
the surface. (10 foot candles can be had on special order if 
desired.) Letter sizes 20/15 to 20/100 in children’s E card or 
alphabetical card for 20 foot use. Also a reversed card for 
indirect or ten foot use with mirror. 


Chart is 9 by 14 inches, comes complete with metal cabinet and 
bulb, ready to plug in. Weighs only 4 pounds and may be 
hung on wall or set on a table. Eye chart complete with 
children’s E card or alphabetical card $25.00 

Extra cards $2.50 ea. 


® Accepted by the Council of Physical Medicine and 
Rehabilitation, American Medical Association. 


ae ® Approved by Underwriters’ Laboratories. 


Hyperopia Glasses to be used with the Visual Acuity Chart $8.00 
per pas 


MUSCLE AND SUPPRESSION TEST 


This test is to detect about 2% of the younger children who 
have either poor coordination of their eye muscles or suppress 
or ignore the sight of one eye. This test need not be given 
every year and for that reason a special piece of equipment has 
been designed so that it may be shared by many schools, and 
thus not incur the extra expense for each eye chart. The ad- 
vantages of this equipment are: 1. Special Maddox rod glasses 
are not required. 2. A dark room is not required. 3. It is so 
simple to operate that even kindergarten children give reliable 
answers. This is important because in the younger children the 
incidence is higher and the treatment more effective. 

MUSCLE .... $55.00 


I THE GOOD-LITE MFG. CO. 

7638 Madison Street 

Forest Park, Illinois 
10 Please send free illustrated literature 


In Please send Translucent Eye Charts complete 
| with initials or children’s “‘E” chart @ $25.00 each 


jo Please send Muscle Boxes @ $55.00 each 


Ib Please send......pairs Hyperopia Glasses @ $8.00 
| per pair 

| Check here if you want the complete visual screening 
equipment for schools which includes Illuminated Eye 
Chart, Hyperopia Glasses, and Muscle Box at the 
l group price of $80.00 per kit 

Name 
| Address 


I city and Zone 
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is 
Help for You 


We have prepared a limited 
edition of the Roche Review 
of Enrichment Require- 
ments in calendar form. 

This handsomely designed 
piece measures 15” x 32h” 
and is printed in four colors. 
It will be an attractive addi- 
tion to the wall of any office 
or classroom. Even when the 
calendar pad, of hand let- 
tered design, becomes ex- 
hausted, the chart will have 
a continuing value. 

Anyone who has an inter- 
est in the enriched cereal 


foods will find this of great - 


value, and those engaged in 
the educational phase of nu- 
trition will find it particu- 
larly useful. 

For your copy, simply 
send a card or letter request- 
ing it, or send in the coupon 
below. Of course, there is no 
charge. 

Send today for FREE Roche 
Review calendar chart. 


THE ROCHE REVIEW or 
enrichment requirements 


ALL FIGURES REPRESENT MILLIGRAMS PER POUND 


Vitamin Division 

Heffmann-La Roche Inc. 

Nutley 10, New Jersey 

Please send me free Roche Review of 
Enrichment calendar-chart. 


NAME 


ORGANIZATION. 


STREET. 


PRODUCT Thiamine (8,) Riboflavin (B,) Tron 

Enriched BREAD or other bebed products ll 18 07 16 100 | 150 80 | 125 

Enriched FLOUR' 20 25 12 1s 160 | 200] 130 | 165 

Enriched FARINA’ 166 - 2 ‘aad 60 - 60 _- 

Enriched MACARONI products* 40 50 wv 22 270 340 0 165 

Enriched NOODLE products’ 40 50 7 22 270 | MO] 130 | 165 
Enriched CORN MEALS 30 
Enriched CORN GRITS‘ 30 
Enriched MILLED WHITE RICE’ — 


Ther iy published by the Division, tia Naty J. the prefrssion and alt athens intersted in and 


1953 Jan uary 1953 


©. @ DBF 1 2 3 
2 14 15 «16 


6 
78 
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A LIFETIME VALUE! 


Double-Breasted 
NOPHN style BOXCOAT 


with ZIP-IN LINER | 


* Made of Navy Blue All-Wool Elastique 


* Fully lined with Skinner’s satin faced, wool-back 
lining 


* Convertible collar for extra insurance against 
rain or snow 


* Mothproofed by Bocanize Process 
* Beautifully tailored 


* Available with all-wool flannel detachable liner 
that can be zipped out for Fall, zipped in for 
Winter. Can be changed from a Fall to a 
Winter coat with a flick of the wrist 


ony #722 


* Without zip-in liner 


ony $6230 


Pretty Matching Caps 


* All-Wool Elastique * Sizes Small, Medium, Large 
OVERSEAS CAP, Style 04 ................ $3.50 
4.00 


SAVE TIME--ORDER BY MAIL NOW! 


| Dept. PH-11 

387 Fourth Avenue i 
I New York 16, N. Y.. 
; Please send me NOPHN Style #485 Boxcoat 
| (CO with zip-in liner at $72.50 [() without zip-in liner at $62.50 | 
Size.........: Weight.......... Height.......... Payment Enclosed | 
| NAME 
| ADDRESS i 


NOPHN STYLE 485 
Sizes 32 to 46 


“Leader for over 30 years” 


NEW YORK * DETROIT 
CHICAGO »* PITTSBURGH 


ASK FOR FREE PUBLIC 
HEALTH STYLE CATALOG 
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Massengill Powder 


Since the dawn of civilization, women have 

recognized the necessity of vaginal bathing as 

a means of preserving feminine daintiness. 

In the earliest recorded literature, indirect 
references are made to vaginal irrigation. Today, 
the vaginal douche is a routine hygienic 
measure for the fastidious woman. 


Massengill Powder is a superior douche 
preparation for such routine feminine hygiene. 

It is cleansing and deodorizing, yet it is 
nonirritating and is suitable for repeated use. 

In standard solution, Massengill Powder 
approximates the pH of the normal healthy 
vagina. As a cleansing adjuvant, it may be helpful 
in conditions such as leukorrhea, vaginitis, 
pruritis vulvae, cervicitis, and endocervicitis. 


Mildly acid . . . pleasantly aromatic, Massengill 
Powder is approved by physicians... 
preferred by patients. 


FOR A GENEROUS TRIAL SUPPLY 
plus literature . . . send your request to 
The S. E. Massengill Company, Bristol, Tenn. 


SEMassengill, / 
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HILL Mec GRAW-HILEL NURSING BOOKS 


Books that the Public 
Health Nurse should know... 


* MENTAL HYGIENE 
IN PUBLIC HEALTH 


This book is designed to give public health officers, psychiatrists, 
and nurses an effective basis for setting up a constructive program 
in mental hygiene. Dr. Lemkau demonstrates how public health 
agencies can include the promotion of mental as well as physical 
health in their everyday activities. This is a text which can be 
read with understanding and appreciation by the average physi- 
cian or nurse in public health work. 


TTT 


By Pau V. Lemkau, M.D., Associate Professor of Public Health 
Administration and Director of the Mental Hygiene Study, Johns 
Hopkins School of Hygiene and Public Health. McGraw-Hill 
Series in Health Science. 450 pages, 6 x 9, illustrated. $5.00. 


HEALTH OBSERVATION 
OF SCHOOL CHILDREN 


The basic premise of the volume is that an informed and alert 
person can see more readily the needs of school children for 
medical attention and utilize more effectively the professional 
services available. The text presents the physiological and psy- 
chological reasons for the changes that may be observed in the ap- 
pearance and activity of school children. 


ONISUAN 


By Georce M. Wueat.ey, M.D., Third Vice-President, Health and 
Welfare, Metropolitan Life Insurance Company, and Grace T. 
Hautiock. 491 pages, 6 x 9, illustrated. $4.75. 


SHOOK ONISUNN 


Order from McGRAW-HILL BOOK COMPANY, INC. 
your favorite 


330 West 42nd Street +» New York 36,N.¥ 
book dealer HEALTH EDUCATION DIVISION 


Please send me the books checked below for 30 days’ examination on approval: 


or write 
direct to: 


N 


Lemkau 
¢ Wheatley-Hallock 


s Name 


Street City. 
Cash enclosed (postpaid) [J Bill me (J 
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THE ACTIVE INGREDIENTS of A-200 are Pyrethrum 
extract activated with Sesamin, Dinitroanisole and 
Olearesin of Parsley fruit, in a detergent-water-solu- 
ble base. The pyrethrins are well-known insecticides 
and Anisole is a well-known ovicide, almost instantly 
lethal to lice and their eggs, but harmless to man. The 
efficacy of A-200 was proved in 8,000 clinical cases in 
the District of Columbia jail. 


Advantages of A-200 Pyrinate Liquid 
A-200 is easy to use, no greasy salve to stain clothing, 
quickly applied, easily removed, non-poisonous, non- 
irritating, no tell-tale odor... one application is usu- 
ally sufficient. 


A Product of McKesson & Robbins, Inc. 
Bridgeport, Conn. 


EASIER-TO-APPLY 


PYRINATE LIQUID 


KILLS HEAD, BODY, CRAB LICE 
AND THEIR EGGS...ON CONTACT! 


ROBBINS, 


In responding to an advertisement say you saw it in Public Health Nursing 


wit, 
\ \ 
4 
i = 
{ 
q 
: 
— 
— 
A 200 . 
“PYRINATE 
A Liquide 


pit-outs, ‘puckered “mouths, or protest 
| 


TASTELESS ASPIRIN IN POWDER FORM FOR CHILDREN 


TASTELESS! 
DISSOLVES READILY IN CHIL 


With CRYSTAR, tasteless aspirin in powdered form, you are assured accurate 
dosage. CRYSTAR, in individual tamper-proof packets, cannot be mistaken for 
candy. CRYSTAR dissolves readily in the child's favorite drink. That's why you, 
when taking care of little tots, will welcome CRYSTAR. Supplied in one-grain 
packets, boxes of 24, at pharmacies everywhere. CRYSTAR is regularly 
promoted and detailed to physicians. - 

Clip and mail the coupon below and discover for yourself the many 
advantages of CRYSTAR. 


The Armour Laboratories 
520 N. Michigan Ave., Chicago 1], Illinois 
® Please send me, without charge, a sample supply of 
CRYSTAR—the new tasteless aspirin in powder form. 
THE ARMOUR LABORATORIES 


CHICAGO 11, ILLINOIS 
world-wide dependablhty | 


PHYSIOLOGIC THERAPEUTICS THROUGH BIORESEARCH 


p’S FAVORITE LIQUID! 


CITY. STATE 
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This was nursing 
in a by-gone era 


Today, with concepts of 
preventive medicine and 
public health changing rad- 
ically, the modern nurse knows the tremendously important 
task of achieving good health in her community. To do this, 


she must keep abreast of the latest advances in her field. 
THE NEW SECOND EDITION OF 


Preventive Medicine 


and Public Health 


By Wilson G. Smillie, M.D. 


All the latest measures undertaken for adult and 
child health protection; school and community health 


3 ™ protection; and mental hygiene are fully discussed. 


ORDER NOW FROM YOUR BOOKSTORE OR 


Macmttlan Company 


Price $7.50 60 FIFTH AVENUE NEW YORK 11, N. Y. 
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Nurses! 


INVESTIGATE! 


This Procedure for Making Both 
Albumin and Sugar Tests on One 
5-Drop Portion of Specimen... 
at Your Office or Right at the 
Patient’s Bedside ...in 2 Minutes 
. No Corrosive Solutions Re- 
quired ... No Liquid Reagents 
. . « No External Heating 


Portable Kit weighs 4 ounces. 
Measures 34” x 3” x 1%”. 


PRICE $3.00 
REFERENCES 


Blatherwick, N. R., and Dworkin, Joseph 
H.: A Rapid Test for Albumin and Sugar in 
the Same Measured Sample of Urine, J. Lab. 
& Clin. Med. 32: 1042, August 1947. From 
the Biochemical Laboratory of the Metropoli- 
tan Life Insurance Co. 

LaLancette, Therese M.: Test for Albumin- 
uria, Pustic HEALTH Nursinc 44: 363, June 
1952. From Chicopee Community Nursing 
Assn., Mass. 


Write for Leaflet PHN and free 
sample lot of Reagent Granules for 
the rapid, no-heat albumin test 


CARGILLE SCIENTIFIC, INC. 


118 Liberty St., New York 6, N. Y. 


NO OTHER RUB GIVES 


FASTER RELIEF IN 


RHEUMATIC 


Lumbago and Neuritis Discomfort 


This wonderful, white, stainless 
Musterole rub starts right in to 
promptly relieve muscular aches, 
pains, soreness and stiffness. It 
also helps break up painful local 


congestion. 
Patients will welcome the 
that Musterole has all the 


relieving mustard plaster 


making one. Just rub it 
Musterole also promptly 


fact 
ad- 


vantages of a warming, pain- 


yet 


eliminates the fuss and bother 


on. 
re- 


lieves coughs, sore throat and aching muscles of 


chest colds. 
The only rub made in 3 strengths. 
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DERBAC SHAMPOO & COMB 
ONE TREATMENT 


QUICK! EASY! 


SAFE! SURE! 


WILL THOROUGHLY RID 
HEAD OF LICE & NITS 


Derpac ServicE—Dept. 11 


334 East 27th Street, New York 16 


Ple: send me full information about the DERBAC 
TREATMENT for PEDICULOSIS. 


Organization 


POSITIONS AVAILABLE 


STAFF NURSE: Small agency; good personnel poli- 
cies; allowance for car; salary dependent upon quali- 
fications and experience. Write to Director, Visiting 
Nurse Association of Warren, 720 Mahoning Avenue, 
N. W., Warren, Ohio. 


STAFF NURSES: Two; generalised program; large 
rural county on central California coast, equable 
climate; Civil Service, certificate required ; salary 
range $294-$345, depending upon experience. Write 
to Mrs. Phebe Kirby, Director, Public Health Nurses, 
County Health Department, Box 360, San Luis 
Obispo, California. 


STAFF NURSE: East San Francheeo ‘Bay location ; 
generalized program, liberal mileage, vacation, sick 
leave, retirement; 40-hour week; salary range $326- 
392. SENIOR STAFF NURSE: East San Francisco 
Bay location; generalized program; same personnel 
policies; two years experience, 9 months residency 
required; salary $357-$429. STAFF NURSE: Rural 
area, 70 miles from San Francisco; generalized pro- 
gram, same personnel policies; salary $374-$449. 
Apply to Contra Costa County Health Department, 
900 Court Street, Martinez, California. 


STAFF NURSES: Do you want to work where 
scenery is beautiful, weather is good, and recreation 
is bountiful? Salary range ~$284-$341 a month; 
adequate vacation and sick leave; 40-hour week; 
mileage allowance; under civil service. As Luther 
Burbank has said, “This is the place.” Write to 
Robert S. Westphal, M.D., Health Officer, 3325 
Chanate Road, Santa Rosa, California. 


Traps nt 


WASHES AIR, HUMIDIFIES, VAPORIZES, DOES ALL 
VACUUM CLEANING WORK, AND EVEN SCRUBS FLOORS! 


Water is the secret of Rexair’s dust-filtering action. Rexair—and only 
Rexair—passes the stream of dust-filled air completely through a 


churning bath af water, discharging clean, humidified air into the 
room. Rexair direct factory sales and service branches are listed in 
phone books of principal cities of United States and Canada. Call 
your local branch or write direct to: 


Box 964 


REXAIR DIVISION, Martin-Parry Corporation 
e TOLEDO, OHIO 


EXCLUSIVE WITH gir“ 


Al8 


Fully. Guaranteed by a 69-Year-Old Company 
OVER 1,000,000 SATISFIED USERS 
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CLINICAL TEACHING SUPERVISOR (communi- 
cable diseases): For nationally accredited school of 
nursing affiliated with Northwestern University; ex- 
ceptionally well equipped polio unit; must have de- 
gree or postgraduate ‘course; community offers out- 
standing cultural and recreational advantages; 40- 
hour week; 4 weeks vacation; paid sick leave; start- 
ing salary $300. Apply to Director of Nurses, 
Evanston Hospital, 265¢ Ridge Avenue, Evanston, 
Illinois. 


PUBLIC HEALTH NURSE: certificate required; 
generalized program in both urban and rural com- 
munities of San Francisco Bay area; salary $306 a 
month to a maximum of $375 in 5 years; car 
furnished. Write to Alameda County Health Depart- 
ment, 576 Callan Avenue, San Leandro, California. 


SUPERVISOR AND STAFF NURSES: Immediate 
appointment on provisional basis; starting salary, 


supervisor, $3,300; staff, $2,700; 37%4-hour week, 
24 days sick leave, 18 days vacation; retirement plan. 
Write to Mrs. Anna Amann, Director, Bureau of 
Public Health Nursing, 507 Carondelet Street, New 
Orleans 12, Louisiana, 


PUBLIC HEALTH NURSES: New York City De- 
partment of Health; immediate appointment on pro- 
visional basis; generalized service includes maternal 
and child care, school health and communicable dis- 
ease control; starting salary $2,930, 37-hour week, 
liberal vacation and sick time allowance, pension 
rights; inservice training; applicants (except New 
York State veterans) must not have reached 36th 
birthday. Write to Bureau of Public Health Nurs- 
ing, City Health Department, 125 Worth Street, 
New York 13, 

QU ALIFIED PUBLIC HEALTH | NURSE: - For 
rural county; work deals primarily with schools; 
salary $300 a month plus mileage. Write to County 
Judge O. L. Dickens, Canyon City, Grant County, 
Oregon. 


SUPERVISOR: "Salary to $4,500; travel allowance. 
SENIOR NURSES (2): With public health train- 
ing and experience; salary to $3,600; travel allow- 
ance. STAFF NURSE: With public health training 
or experience; minimum salary $3,000. Good per- 
sonnel policies for all positions. Write to Dick 
Shaver, Director, Northeast Colorado Health Depart- 
ment, Sterling, Colorado. 


OREGON Health Departments offer career oppor- 
tunities in public health nursing. Get off to a good 
start with personalized placement. Expect progres- 
sive programs, good salaries, Merit System coverage. 
For prompt, complete information write Merit Sys- 
tem Supervisor or Director, Public Health Nursing, 
State Board of Health, Box 231, Portland, Oregon. 


PUBLIC HEALTH NURSES: Positions, all levels, 
urban and rural agencies, official and voluntary, in 

various parts of the country; no placement fee. 
Apply in person or write to Nurse and Medical 
Placement Center (formerly Nurse Counseling and 
Placement Office) New York State Employment 
Serwion, 136 East 57 Street, New York 2 22, York. 


STAFF NURSE: School nursing program with a 
few generalized services; California registration as 
RN and PHN required; minimum salary $3,600, 
higher salary dependent upon education and experi- 
ence. Apply to Mr. E. P. Mapes, County Superin- 
tendent of Schools, Court House, Willows, Cali- 
fornia. 


SUPERV ISING NURSE: 8-10 nurse staff; 5-day 
week, 2 weeks vacation, salary up to $425 a month. 
STAFF NURSES: Certified or eligible for certifica- 
tion in Illinois, salary up to $325. Apply to Director, 
McLean County Health Department, Bloomington, 
Illinois. 


STAFF NURSES: Generalized program; salary range 
$319.60-$349.60; 40-hour week, paid vacation and 
sick leave, uniform allowance, transportation fur- 
nished; certificate in public health nursing required; 
nurses with unmet certificate credits may qualify 
through local university program, salary $295.10- 
$305.10. Write to Superintendent of Nurses, Mil- 
waukee Health Department, Milwaukee, Wisconsin. 


STAFF NURSES: Generalized program, urban and 
rural area; modern health center; 2 weeks vacation 
annually, sick leave, and retirement benefits; 5'%- 
day week; 7c a mile travel allowance; salary open. 
NURSING SUPERVISOR: City and county de- 
partment of public health; generalized nursing pro- 
gram; vacation, sick leave, and retirement benefits ; 
public health degree and supervisory experience re- 
quired; 7c a mile travel allowance. For both posi- 
tions write to Wayne County Board of Health, 
1761 Beall Avenue, Wooster, Ohio. 


VISITING NURSE BAG 


This Seal Grain Cowhide Leather Lined 
Bag is the accepted standard of visiting 
nurses throughout the world. 


Equipped with lining that is removable, 
either white washable or black rubber. 


Write for details and prices 


ERPENBECK & SEGESSMAN 
417 N. State St. Chicago 10, Ill. 
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STUDY THIS TREE 


PROTECT YOUR INCOME 


Our Sickness and 
Accident Policy 


Covers All Accidents and Illnesses 
(No exceptions) 


Does not discriminate against 
the female risk 


This COUPON will bring 
full particulars 


Massachusetts Bonding & Insurance Co. 
123 William Street, New York 7, N. Y. 


DANA G. HALL AGENCY, INC. 


Would like full particulars regarding 
Insurance for Nurses. 


Name 
Address __ 


PUBLIC HEALTH NURSES: General rural pro- 
gram; salary, public health nurses, $2,852-$3,560, 
graduate nurses as assistant PHNs, $2,540-$2,972; 
travel allowance 6c a mile; 5-day week, vacation, 
sick leave, and retirement benefits. Write to Mrs. 
Earle W. Gibbs, State Health Department, Richmond, 
Virginia. 

SUPERVISOR: For tuberculosis; degree, special 
preparation in tuberculosis nursing required; salary 
$3,900-$4,875; also PUBLIC HEALTH NURSES: 
salary: qualified, $2,961-$3,750; junior, $2,646-$3,150; 
trainee, $2,520. County seat 8 miles from Baltimore; 
population 300,000, suburban, industrialized, and 
rural area; generalized service, including progressive 
school program; 48 field nurses; one month vacation, 
5-day, 35'4-hour week, sick leave, retirement plan; 
7c a mile allowance for use of personal car. Write 
to Dr. William H. F. Warthen, Health Officer, Balti- 
more County Health Department, Towson 4, 
Maryland. 


DIRECTOR: Public health nursing, city department 
of health; generalized public health nursing, program; 
22-nurse staff, 4 supervisors; good personnel policies. 
Write to Dr. J. J. Day, Medical Officer of Health, 
Transportation Building, 48 Rideau Street, Ottawa, 
Canada. 


STAFF NURSES: Generalized public health nursing 
in established county health department on Long 
Island; beginning salary $3,840; $5,040 salary 
reached in 6 annual increments of $200; personal 
car required; accessible to New York City; 5-day 
week; cumulative sick leave; Civil Service benefits. 
Write to Philip J. Rafle, M.D., Commissioner, Suf- 
folk County Department of Health, Riverhead, New 
York. 


SUPERVISOR: City health department; public 
health degree required; generalized nursing program; 
salary $4,200 a year; travel allowance $30 a month; 
state qualifications and experience. Apply to Mr. H. 
Zinkel, Chairman, Board of Health, 918 South 24 
Street, Manitowoc, Wisconsin. 


PUBLIC HEALTH NURSE: generalized program in 
city health department; salary $295 to $345; 5-day 
week; paid vacation; sick leave; retirement; car 
furnished; registration in California as RN and PHN 
and driver’s license required. For further details 
write to Fannie Warncke, Director of Nursing, City 
Hall, Oakland, California. 


STAFF NURSE: generalized public health nursing 
program established over a 10-year period; salary 
$250-$297, depending upon qualifications and experi- 
ence. Apply to Director, Lawrence County Health 
Department, Lawrenceville, Illmois. 


Protessional Counseling and Placement Service of the 
AMERICAN NURSES’ ASSOCIATION 

FREE SERVICE FOR NURSES AND NURSE EM- 
PLOYERS; POSITIONS LISTED IN ALL FIELDS OF 
NURSING THROUGHOUT USA AND TERRITORIES. 

Consult your State Nurses’ Association if a State 
PC & PS has been established. Otherwise consult the 
office of the PC&PS of the ANA at 8 South Michigan 
Avenue, Chicago 3, Illinois. 
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even a “first-time father” 
can prepare it with ease 


Though “‘boiling water’’ is the extent of 
his culinary skill) the newest of fathers ~ 
can, with Similac Liquid, readily prepare 


a formula closely approximating human 
breast milk in nutritional quality and 


digestibility. 


One part Similae Liquid added to one part 
sterilized water provides the standard 
20 eal. /fi. oz. feeding formula. 


SO SIMILAR TO HUMAN BREAST MILK: there is no closer 
equivalent to the milk of healthy, well-nourished mothers 


in prepared liquid form than 


Supplied: Tins containing 13 fl. oz. 
Also available: SIMILAC Powder, 


tins containing 1 lb. 
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America’s finest 


PUBLIC HEALTH 


in navy blue 


SIZES 10 to 20; 40 to 46 
NOPHN STYLE 666 


Incomparable value! Splendid quality that as- 
sures day-in, day-out comfort and smart appear- 
ance at an amazingly low price. Two-ply, 
oll-combed yarn. Sanforized. 

STYLE 666P POPLIN, only $7.95 


For this NOPHN Style in wondrous, all pima- 
combed sanforized BROADCLOTH, 
order STYLE 6668 BROADCLOTH, 


only $9.95 


Or, if you prefer this style in BRUCK’S famous, 
ultra-soft, shadowproof NYLON, 
order STYLE 666N NYLON, only 214.50 


STYLE 825 POPLIN 
Superbly tailored classic shirtmaker; 2 roomy 
pockets on 6-gore skirt, zipper side fastening, 
figure-flattering sewed-in belt, smoked pearl 
buttons. Finest two-ply, all-combed 
yorn. Sanforized. only $8.50 


STYLE 9100 POPLIN 
A full measure of wearing pleasure! Meticu- 
lously crafted 7-gore, full fly-front skirt, 3 
pockets. Action back, smoked peor! buttons. 
Two-ply, all-combed yarn. Sanforized. 


only $8.50 
SAVE TIME-ORDER BY MAIL NOW! 


| BRUCK’S 

| Dept. PH-11 

| 387 Fourth Avenue 

j New York 16, N. Y. 

| Please send me the following Public Health 
| Uniforms in Navy Blue: 

Style 666P @ $7.95 


(How 
i Style 666B @ $9.95 

(How Many?).......... Size........ 
style 666N $14.50 

(How Size.......... 
Istyle825 $8.50 
(How Many?).......... _ 
[Style 9100 $8.50 


J All the above also avail- 
| able in short sleeves. 
(CD ! enclose payment. [) Send C.O.D. 
| CO Send FREE Public Health Style Catalog. 


l 


“Leader for over 30 years” 


VISIT OUR SHOPS 


NEW YORK + DETROIT * PITTSBURGH * CHICAGO 


See the other BRUCK’S ad in this issue 


| 


